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THROUGH 

Wwe HER working a crossword puz- 

zle or scoring ourselves on a list 

of popular questions, all of us at times 

enjoy testing our ability and measuring 

our achievements in one way or an- 
other. 

This year the National Organization 
for Public Health Nursing is making 
an unusually careful inventory of itself; 
what it has accomplished during the 
past year; where it has failed to score a 
perfect record; what its functions should 
be in relation to those of other agencies: 
and most important of all, how it shall 
plan to serve you during the coming 
year. 

We invite you to follow suit, and to 
join us in making this twenty-fifth land- 
mark in the life of the organization the 
occasion for a special study of the ac- 
complishments of your own agency and 
its needs for the coming vear. 

What are some of the questions 
which a local organization might ask 
itself by way of self-appraisal as the 
old year gives place to the new one? 
We are suggesting a few here. You can 
supplement the list from a knowledge 
of your own particular situation and 
problems. 


1 Does your agency function as a 
part of an entire community health pro- 
gram, dovetailing its work effectively 
with that of other health and welfare 
agencies and of the medical group? 
If you are working in the = school, 


is your service an integral part 


THE 


MICROSCOPE 


of the entire school system, closely co- 
Ordinated with the work of other depart- 
ments? What actual plans and tech- 
niques for the development of better 
relationships with other community 
agencies has been worked out, such as: 


a. Joint staff meetings 

b. An exchange of staff members 

c. Use of the social service exchange 

d. Case conferences 

e. A definite system for referral of 
patients 
Use of councils to coérdinate the 
work of various agencies 


2 Do your records and reports pre- 
sent a vivid and complete picture of the 
work of your organization? Can they 
be used and do you use them for: 

a. Studying the effectiveness of your 

service. 

(1) The functions in each service 
are listed in the new “Func- 
tions in Public Health Nurs- 
ing” published in PuBLic 
HEALTH NURSING, Novem- 
ber 1936. How closely are 
you approaching them? 

The vital statistics of vour 
community are an indication 
of its needs for health service. 
How is your service re'ated 
to those needs? 

The appraisal forms for pub- 
lic health nursing constitute 
a method which has been de- 
veloped to measure service 
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in relation to need.* Have 
you analyzed your service 


with the help of this outline? 

b. Planning your program for the 

future on the basis of actual com- 

munity needs as shown by this 
self-study. 

c. Interpreting your service to the 
community. 


3 Does the board of your agency 
participate in the joint planning of the 
nursing program for your entire com- 
munity? 

Is your board prepared to accept its 
share of responsibility for the sound de- 
velopment of nursing services under the 
Social Security Act? 

a. By insisting on appointments of 

personnel on the basis of merit? 

b. By urging the maintenance of ac- 

cepted standards of service? 

c. By interpreting the nursing ser- 

vice to the public? 

d. By stimulating the development of 

citizens’ committees in connection 
with public agencies? 


4 What kind of a program have you 
for training and using volunteers—not 
for “busy work” but for actual com- 
munity service? Has time been definite- 
ly budgeted for the preparation of vol- 
unteers for their work and the interpre- 
tation of your nursing service to them? 


5 Has your agency a definite pro- 
gram for public information and a bud- 
get for that purpose? Is its interpreta- 
tive program a year-round one? How 
effectively has your publicity program 
interpreted the service and needs of 
your agency to the public? 


6 What has your agency done for 
the education of its staff: 


a. To help and encourage the present 
staff (as well as new staff mem- 
bers) to meet the minimum qual- 
ifications for public health nurses 
outlined by the N.O.P.H.N.? 


*Haupt, Alma C. “How to Appraise Public Health Nursing 


HEALTH NursinG, October 1932, pp. 529-537 


American Public Health Association, 50 West 50th Street, New York, N. Y 
for Rural Health Work. Second edition, 1932. 
Ibid. Appraisal Form for City Health Work. 
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b. To develop a staff education pro- 
gram based on the needs and de- 
sires of the staff? (See editorial. 
page 3.) 

c. To develop its members who are 
good supervisory or administrative 
material in preparation for super- 
visory positions which are now 
open and needing qualified nurses? 


7 Are the working policies of your 
agency such as to attract good nurses 
to your community and make possible 
a continuous high quality of service? 

a. How do your salaries compare 
with those of other communities 
with similar costs of living? Do 
they allow a margin for savings 
and vacation? 

b. Do your working hours allow 
adequate free time for recreation, 
personal growth and the mainten- 
ance of good health? 

c. Does your agency make provision 
for sick leave and preventive sick 
leave? 

d. Has your agency considered its 
social responsibility for developing 
some plan to help provide for the 
old-age security of its nurses? 
(Public health nurses do not come 
under the old-age benefits of the 
Social Security Act.) 


8 Does your agency teach by ex- 

ample the principles of public health? 

a. Has it a plan for a periodic health 
examination of the staff? 

b. Does it sincerely encourage 
nurses to take care of themselves 
in the early stages of illness; to 
stay away from contact with pa- 
tients and staff when they have 
colds? 

c. Most important of all, does it have 
a happy working atmosphere that 
puts into practice in working re- 
lationships the mental hygiene 
principles which it endeavors to 
use in families? 


Outline of Appraisal,’ Pusric 
Appraisal Form 


Fourth edition, 1934. 
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EDITORIALS 3 


PREPARATION OF THE NURSE IN INDUSTRY 


The first essential for a successful 
program of industrial nursing, according 
to Mary S. Gardner, is “a nurse who in 
addition to her knowledge of public 
health nursing, understands the princi- 
ples and practices that govern industrial 
nursing.” 

Apart from the trial and error method 
of unguided experience, how may this 
understanding of industrial nursing be 
secured? This was a question frequently 
asked—-but never — satisfactorily an- 
swered——by the various participants in 
the panel discussion of the nursing ses- 
sion at the National Safety Congress.* 

Doubtless part of the answer should 
come from public health nursing courses 
in the form of increased emphasis on 
the health and social problems of indus- 
try in the theoretical courses offered. 
However, a need even more important 
than theoretical preparation is the pro- 
vision of an opportunity for every public 
health nursing student who is interested 
in entering the industrial field to have 
actual experience under supervision in a 
well organized industrial nursing service. 

The difficulties of providing student 
practice fields for postgraduate work in 
industrial nursing are great, and the 
combined efforts of industrial nurses and 


course directors will be required to sur- 
mount them. Minimum standards for 
this type of affiliation should be devel- 
oped and industry should be canvassed 
to find services which meet the stand- 
ards. As a matter of fact, this use of 
industry for student experience is not 
without precedent. Student practice 
fields for other professional groups such 
as engineers are provided by industry, 
and these students become a source of 
supply for future personnel. It is be- 
lieved that the opportunity to secure 
nurses trained and experienced in indus- 
trial work from which to recruit person- 
nel would amply repay industry for the 
provision of student field work. 

Efforts to make training for industrial 
nursing available for nurses who are in- 
terested in and personally adapted for 
this work would seem eminently worth 
while. Certainly special preparation 
and experience are necessary in order 
that nurses may become sufficiently well 
qualified to assume their true place in 
industry—not just as assistants in the 
first aid room but as builders of good 
will among employers, teachers of health 
and important factors in the program for 
the prevention of accidents and disease. 


R. H. 


*See page 36 of this issue. 


A STAFF EDUCATION PROGRAM IS BORN 


Planning a staff education program 

whether meant for two or fifteen or 
more nurses——can be really fun if im- 
agination, informality, and a spirit of 
give-and-take enter into it. 

We use the term staff education so 
glibly: a series of lectures—some 
good, some bad; a desultory series of 
reports of articles; a demonstration 
beautifully given by a supervisor with 
an “I'll show you” attitude. A _pro- 
gram can be a real staff education ex- 
perience only when certain conditions 
are satisfied: First, the need for the 
program should be recognized by all 
members of the group; second, all 
members should make some contribu- 
tion which involves initiative on their 
part; and third, each member must be 
able to apply what she has learned, so 
as to make her service to her families, 


community and organization more pro- 
ductive of results and also to further 
her own growth. 

These three conditions might be 
called first principles to be observed 
in planning an effective educational 
program for any group of nurses. Let 
us follow through the steps of a pro- 
gram based on these conditions. 


1. Each unit of the program should 
be based on a _ recognized need—on 
problems recognized not just by the 
supervisors but by the group as a 
whole. Preliminary conferences will 
be needed to stimulate the group to 
analyze their thinking, to discover and 
crystallize their most important prob- 
lems. There may be enough prob- 
lems found to last for a good many 
months. Choices will have to be 
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made, concessions granted, and decis- 
ions arrived at before the most im- 
portant ones can be selected. No prob- 
lem suggested by a_ staff member 
should be considered so trivial as not 
to warrant consideration. The final 
selection may have to be made by a 
committee of the group. 

“My problem,” says one, “is how to 
help a mother who asks me what to do 
when three-year-old Jimmy slaps the 
new baby. I don’t know what to tell 
her.” 

“And I,” says another, “find it hard 
to explain to a mother what should 
or should not—be done when her baby 
sucks its thumb.” 

“And I’——and so on through a 
whole series of problems on the mental 
hygiene aspects of child welfare. Here 
are problems recognized by the whole 
group, and with which they fee! the 
need of help. 


2. Then comes the question, “What 
shall we all do about it?” In meeting 
these common problems there should 
be participation by the whole group 
our second general principle. 

“We ought to know what is the lat- 
est authoritative thinking on that sub- 
ject,” says one. ‘Where can we get 
it?” Suggestions come from the group 
regarding sources of help—magazines 
and books, national and state agencies, 
local mental hygienists, psychiatrists 
or pediatricians who might meet with 
the group. Then a program begins to 
evolve. 

“Let’s get Dr. S., 
to speak to us.” 

“Good, I have some questions right 


the psychiatrist, 
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now I'd like to ask him. Why can't 
I do it when he meets with us?” 

“T think the social worker in my dis- 
trict would like to hear it, too.” 

“And I know my friend working in 
the hospital would.” 

“Let's ask them in to help us plan 
hag 

So a joint committee may come into 
being and a program is planned. If 
put down on paper step by step it 
might look like this: 
\ presentation of the problem by the 
man of the committee (a staff nurse) 


chair 


Things we need to know in order to meet the 
problem. 

1. Staff conterencc 
the group 
Reports on articles or books by members 
of the group 


with Dr. S. speaking to 


Questions we would like to ask—anybody and 


everybody 


How to apply the information in our own 
particular situations 
Actual case studies from their own records 


(presented by nurses and social workers). 
Discussion by all. 


3. Thus the third principle is recog- 
nized. Each nurse must be able to 
apply what she has learned—in_ her 
service to the families, the community 
and the organization, and in her own 
growth. 

And so is born a staff education pro- 
gram where the staff nurses, guided 
and aided by director and supervisors, 
recognize their problems; plan their 
own programs, and participate in them 
with initiative and enthusiasm; and 
apply what they have learned, to ac- 
complish results. How can they help 
but grow! Wa Be 


a binierebtsine > 


nein baltN a 





mt? 


it Mt oe 





MOREL 





The Public Health Nurse in the Control of 
Syphilis and Gonorrhea 


By GLADYS L. CRAIN, R.N. 


Epidemiologist, Massachusetts Department of Public Health, Boston, Massachusetts 





Great Plague to Go” 
Readers’ Digest for July 1936. 





We know our readers wil! welcome this new series of articles by Miss Crain on the 
nurse’s part in the program for the control of syphilis and gonorrhea. 
these articles are especially timely in view of the awakened public interest in this 
entire subject following upon Dr. Thomas Parran’s widely read article on “The Next 
in the Survey Graphic for July 1936, also reprinted in the 
Miss Crain needs no introduction to our readers. 


We feel that 








Part I 
The Public Health Problem 


T no time in the fifty years of 
public health nursing growth and 
development has there been a 

dearth of challenging problems which 
call for vision, experimentation and pio- 
neering. In this comparatively brief 
period, innumerable opportunities for 
service (undreamed of by the founders 
of the movement) have arisen, especi- 
ally in disease prevention and control 
and the elimination of other conditions 
which undermine individual and family 
health. 

Each fresh opportuity to contribute 
to the general well-being of the com- 
munity has been met with courage and 
progressiveness by public health nurses, 
past and present; and existing programs 
have expanded, or a traditional focus 
has been changed to fit new and grow- 
ing needs. 

Today, the world is faced with an in- 
sistent public health problem—the erad- 
ication of syphilis and gonorrhea, two 
communicable diseases which are en- 
demic in all civilized communities. 

Unaccountably, the important part 
which nurses might play in the control 
of these diseases has not been recog- 
nized until recently. 

The Survey of Public Health Nurs- 
ing, conducted by the National Organi- 
zation for Public Health Nursing as re- 
cently as 1934," proves conclusively that 
here is a new field for pioneering, and 


that it is high time public health nurses 
began to develop programs and _ tech- 
niques for assisting in the control of 
these widespread diseases. 

Up to the present time a state of in- 
ertia has been evident among profes- 
sional and lay groups, due in part to 
deep-rooted misconceptions, prejudices 
and prudery. ‘To be sure, some prog- 
ress has been made toward changing at- 
titudes, but old ideas still persist, such 
as: that syphilis and gonorrhea are 
diseases of the vicious and outcast: that 
problems relating to these diseases are 
linked with prostitution and sexual 
promiscuity alone; and that the victims, 
being moral delinquents, deserve their 
fate. 

EXTENT OF PROBLEM 


Recent estimates of the prevalence of 
syphilis and gonorrhea in the United 
States show that 1,037,000 new cases ot 
gonorrhea and 518,000 new cases otf 
syphilis reach medical attention annu- 
ally; and that on any given day, nearly 
650,000 persons with syphilis and 500,- 
000 persons with gonorrhea are under 
treatment or observation. These fig- 
ures do not take into account the large 
numbers of unreported, unrecognized 
and self-treated cases. It has also been 
estimated that nearly fifty per cent of 
the cases which constitute this vast 
problem are patients who are innocently 
infected. 
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Interesting studies have been made 
comparing syphilis with other communi- 
cable diseases. These have recently 
been summarized by Dr. Nels A. Nel- 
son, of the Massachusetts State Depart- 
ment of Health, as follows: “Syphilis 
is at least twice as prevalent as tubercu- 
losis, and six times as common as diph- 
theria, typhoid fever and smallpox com- 
bined,” and “apparently no communi- 
cable diseases, except the common cold, 
measles, and chickenpox outrank gonor- 
rhea.””* 

These figures alone indicate that 
syphilis and gonorrhea are important 
health problems. But when statistics 
are studied in terms of age-groups, the 
situation becomes even more impressive. 
Syphilis and gonorrhea are primarily 
diseases of youth, for three out of every 
four new infections which come to medi- 
cal attention are among young people 
between the ages of 15 and 30 years; 
and two per cent of all the children in 
this country have congenital syphilis, an 
entirely preventable disease. 


SYPHILIS A CAUSE OF DEATH 


Syphilis not only attacks youth. but 
is a leading cause of death—a_ fact 
which is not revealed by a superficial 
study of mortality statistics. Syphilis 
is a disease which veils its real nature 
under many’ confusing symptoms. 
Deaths, recorded under such causes as 
angina pectoris, apoplexy, nephritis and 
congenital debility, may be due to the 
spirocheta pallida. Also, physicians 
hesitate to put syphilis as a cause on 
death certificates (common property of 
the local undertaker and local officials 
too numerous to mention) for it is 
feared that, because of the stigma which 
is attached to this disease, a slur may be 
cast. upon the character of the deceased 
and his relatives may be humiliated. 

An example of the inaccuracy of sta- 
tistics which results from the inhibiting 
effect of this universal prejudice is an 
unofficial survey made in Westchester 
County, New York, of all recorded 
deaths for the years 1931 to 1933. Ad- 
ditional data, secured confidentially 
through personal visits to each physi- 
cian who made a report during this 
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time, disclosed a final death rate for 
syphilis which approximately doubled 
the original mortality figures for this 
disease. 

Deaths from infantile paralysis cause 
grave concern to entire communities and 
hold front-page interest in all local 
newspapers. Yet an analysis of statis- 
tics in Massachusetts for a_ five-year 
period revealed that there were 575 
deaths from syphilis among children 
under fifteen years of age, and during 
the same period, 480 deaths from infan- 
tile paralysis. Every effort is being 
made, and rightly, to control the latter; 
but because syphilis kills case by case 
with no epidemic flare-ups and no pub- 
licity, the importance of concerted ac- 
tion against its continued spread is only 
just beginning to be appreciated. 

Gonorrhea although not an import- 
ant cause of death, has been frequently 
termed a preventer of life, for much of 
the sterility in both men and women is 
due to this disease. It is also responsi- 
ble for a majority of gynecological oper- 
ations, for invalidism in women, for 
crippling arthritis, for blindness, and 
for an imposing list of other ills which 
cannot be taken up at this time. 

To quote Dr. P. S. Pelouze: “It 
would seem that, by the sheer weight of 
the misery. it produces throughout the 
world, gonorrhea would force itself up- 
on public notice.” Yet gonorrhea re- 
mains the neglected “stepchild of medi- 
cine.” 


ECONOMIC AND SOCIAL COST 


The economic and social cost of syph- 
ilis and gonorrhea can hardly be reck- 
oned. Millions of dollars are spent each 
year to care for the insane, the crippled, 
or the otherwise incapacitated. Syphilis 
cuts life expectancy in half, and the 
death of the bread-winner may mean 
broken homes and dependent children. 

One of the chief deterrents to devel- 
oping an intelligent plan for the control 
of syphilis and gonorrhea has been the 
confused thinking which mixes morals 
and medicine. The way out of this 
vexatious predicament, according to Dr. 
Haven Emerson, is “a direct medical 
and sanitary attack (upon the problem), 
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so reasonable, so logical, and so sus- 
tained as to arouse the public in sup- 
port, and to challenge today’s society to 
a courageous consideration of human 
values. What has been accom- 
plished in control of other communicable 
diseases by determined use of medical 
knowledge can and must be done with 
syphilis... .” 

An outstanding example of such a 
direct medical attack is described in Dr. 
Einar Rietz’s report of the magnificent 
progress made in the control of syphilis 
in Sweden. In 1919 that country, with 
a population of 6,000,000 inhabitants, 
had an average of 6000 new cases of 
syphilis each year. In 1934, this num- 
ber dropped to 400, with the probability 
that the trend downward will continue. 
The problem has decreased to less than 
one tenth of what it was fifteen years 


ago. 
PROGRAM FOR CONTROL 


It is evident from a study of the pro- 
gram in Sweden, that there is no magic 
formula for the control of syphilis and 
gonorrhea. These diseases ,must be 
managed much as tuberculosis has been, 
through 


1. Case-finding 

Case-finding is important in order 
that the public may be safeguarded 
from infection; that the early case may 
have the maximum of hope for cure; 
that the late case may be protected 
against further progress of disease and 
a diminution of efficiency; that the 
sources of infection may be eliminated; 
and that contacts of known cases may 
receive the benefit of examination and 
treatment. 


2. Adequate treatment facilities 

Treatment facilities are essential so 
that the efforts expended in case-finding 
may not be wasted; that patients may 
not have a false sense of security when 
under care; that the arrest or cure of 
disease may be extended to the great- 
est number possible; that infectious 
cases may be rendered harmless, and the 
bulk of the problem reduced to the 
minimum. 
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3. Control of the known case through 
education and follow-up 

Control of cases is necessary so that 
the work begun in case-finding and 
treatment may not be wasted; that the 
community may not harbor dissatisfied, 
misinformed and discouraged patients 
who will deter others from treatment; 
that every person brought under care 
may be taught pertinent facts about his 
disease and his responsibility to family 
and associates; and that these may act 
as the “leaven’’ of knowledge in the 
“lump” of ignorance. 


4. Preventive medical measures 

Such measures are imperative in order 
that children may be spared such infec- 
tions as gonococcal ophthalmia neonat- 
orum and congenital syphilis; and that 
adults may have the benefits of broad 
prophylactic measures when exposed to 
these diseases. 


5. Persistent and universal education 

Education is needed so that youth 
may be safeguarded; that every indi- 
vidual may know the public health sig- 
nificance of syphilis and gonorrhea, the 
importance of immediate and continued 
treatment if infected, where to go for 
treatment, and what to expect from 
treatment; that the public may be 
aware of the dangers of drug-store treat- 
ment, self-treatment, and the quack 
doctor; and that they may demand the 
constant use of measures which will pre- 
vent these diseases from attacking the 
.unborn and the newborn child. 


OPPORTUNITIES FOR THE NURSE 


Such a program is crowded with op- 
portunities for the public health nurse. 
The keystone of her activities is preven- 
tion; case-finding.4s an integral part of 
the daily round, and a fundamental con- 
tribution to community health work; 
and teaching is a necessary congomitant 
of all direct nursing services. 

As a health worker with free access 
to a large proportion of the families in 
any fiven community, the nurse must 
encounter all types of infections, includ- 
ing syphilis and gonorrhea, and her ap- 
proach to the latter need not be very 
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different from her technique in other 
communicable diseases. 

The nurse in a generalized public 
health nursing organization teaches by 
her very activity in the field of gonor- 
rhea and syphilis control that these dis- 
eases are family problems and a neces- 
sary part of the family health work. 
Thus the patient, without knowing that 
he is learning, begins‘to take a more 
wholesome attitude toward a situation 
which might have been viewed as some- 
thing shameful, to be hidden and denied 

instead of a health problem, to be 
faced squarely and acted upon construc- 
tively. 

For instance, assistance is sadly 
needed for preadolescent girls with gon- 
ococcal vulvovaginitis. Medical records 
show that many of these girls have in- 
fections which remain uncured for 
months and sometimes years, because 
home treatment is neglected or unskill- 
fully administered. As a matter of fact, 
every such case, which is not hospital- 
ized, needs home supervision, repeated 
demonstrations of treatment, and the 
sane, unemotional viewpoint of a nurse 
who can assist the patient and the fam- 
ily to become adjusted to a situation 
which seems to them disastrous. 


CASE-FINDING 


Because of the nurse’s confidential 
relationship to such families, and be- 
cause of the fact that she is giving a 
tangible service by teaching, demonstra- 
tion, and actually assisting the mother 
with treatments, she is in a strategic 
position to learn of the source of infec- 
tion. Also, through her skill in present- 
ing facts about the infectiousness of 
gonorrhea, other members of the family 
may be brought to medical attention as 
contacts. 

Although case-finding in the family 
is usually prompted by the presence of 
a known case of gonorrhea or syphilis, 
there are dramatic instances in which 
the nurse discovers obscure or isolated 
cases which show significant symptoms, 
and through her knowledge of resources 
for diagnosis and treatment is success- 
ful in bringing such patients under med- 
ical control. 
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Again, through the medium of al- 
ready established maternity programs, 
public health nurses may extend and 
strengthen community projects for the 
prevention of congenital syphilis. If 
every pregnant woman could be taught 
that early medical care is essential to 
her own and her baby’s welfare; and if 
obstetrical examinations included re- 
peated blood tests to discover those 
mothers, who need antisyphilitic treat- 
ment; and if for such mothers, treat- 
ment were immediately instituted and 
continued consistently throughout preg- 
nancy, congenital syphilis would 
promptly disappear. 

Among the special contributions 
which nurses should be equipped to 
make are: an alertness to factors in ob- 
stetrical histories which may be signifi- 
cant; skill in getting patients under 
medical care with as little delay as pos- 
sible; ability to interpret findings to 
physician or clinic without overstepping 
the boundaries of professional ethics 
and prerogatives; successful case-hold- 
ing through instruction and encourage- 
ment of the patient; expertness in the 
use of community resources to further 
treatment or to remove obstacles to 
treatment; and perseverance in bring- 
ing familial contacts to medical atten- 
tion. These are only a few examples of 
the nurse’s privileges and opportunities. 
Many others, relating to the health de- 
partment, the clinic, the school and the 
factory, might also be cited if there were 
time and space. 


PREPARATION OF WORKER 


Great impetus would be given to the 
campaign against syphilis and gonor- 
rhea if public health nurses were active- 
ly engaged in the control program, but 
those who understand this problem are 
emphatic in their insistence upon ade- 
quate preparation of the worker. 

Nothing can take the place of up-to- 
date, exact, scientific and practical 
knowledge of all significant biological 
and medical facts, epidemiological con- 
siderations, and approved methods of 
prevention, treatment and cure of syph- 
ilis and gonorrhea. ‘This is a necessary 
foundation. But the superstructure 
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must be built of knowledge of the local 
situation, understanding of the func- 
tions of agencies, and professional rela- 
tionships; clear thinking regarding the 
place of the health officer, the physi- 
cian, the social worker, the social hy- 
gienist, and the peculiar contribution of 
the public health nurse; ability to co- 
Operate with all kinds of people; and 
insight into all the complications and 
implications of syphilis and gonorrhea 
in personal, family and community life. 

However, all this scientific knowledge 
and skill will be worthless without those 


SUGGESTIONS FOR 


1. Under what state and local ordi- 
nances are gonorrhea and syphilis re- 
ported in your community? 


2. How many cases of syphilis and 
gonorrhea were reported in your com- 
munity during each of the last ten years? 
Do you believe that these figures repre- 
sent the actwal incidence of gonorrhea 
and syphilis in your community? If 
not, why not? 


3. What local agencies are taking part 
in controlling these diseases? What is 
your relationship to these groups? 
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equally desirable attributes which might 
be summed up in the words balance, 
perspective, tolerance—‘the capacity 
to hear the worst or the best in human 
nature, and to accept it neither as worst 
nor best, but as life.’ 

“Success,” said Maimonides, great 
Jewish physician and philosopher of the 
twelfth century, “is the synthesis of four 
elements: good material with which to 
work, a good plan according to which 
it may be fashioned, good technique in 
the execution of the plan, and finally, a 
good objective.” ‘ 
STAFF DISCUSSION 

4. What is your particular contribu- 
tion, as an individual or organization, to 
this phase of health work? How might 
your work be made more effective? 


5. Discuss one of your family case 
histories in which syphilis or gonorrhea 
is a problem. Discuss case-finding and 
case-holding methods used. What con- 
tribution did other agencies make toward 
a solution of this case? How essential 
was the contribution of the nurse in this 
instance? Wherein did this, case fail of 
adequate solution because of  inade- 
quacies in agency cooperation? 
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Public Health Nursing in Programs 
for Crippled Children 


By NAOMI DEUTSCH, R.N. 


Director, Public 


Health Nursing, Children’s Bureau, 


U.S. Department of Labor, Washington, D. C. 


HE PRESENT social and legisla- 

tive programs for the care of the 

hundreds of thousands of crippled 
children in the United States have been 
influenced by the interests and activi- 
ties of many agencies and individuals 
throughout the country over a period of 
years. Interest in the care of crippled 
children was stimulated by the three 
successive White House Conferences on 
Child Health and Protection. The 
studies made for these conferences and 
the interpretations of the findings have 
had broad and far-reaching results. 

Efforts to carry out the recommenda- 
tions of the White House Conferences 
and those of other professional and non- 
professional groups concerned with the 
care of crippled children have influenced 
the growth of organized public health 
nursing services in this field. 

It is the réle of the public health 
nurse to assist in the interpretation of 
scientific knowledge to the families of 
crippled children; in the discovery of 
potential causes of crippling; in the pre- 
vention of serious handicaps through 
early discovery of remediable condi- 
tions; and in rendering skilled care. In 
addition to assisting families in the full- 
est use of the clinical resources which 
the particular community happens to 
afford, the public health nurse feels re- 
sponsible for bringing to the attention 
of the community any lack or inade- 
quacy in such resources. 

Since the services of many different 
types of professional workers are needed 
for adequate care of the crippled child, 
close and _ purposeful _ relationships 
among the workers are essential for a 
sound and productive program. 

The effects on family health of poor 
economic and social circumstances, the 
realization of which led up to federal 
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legislation for social security, are only 
too familiar to public health nurses 
through their continuous and intimate 
association with the lives of many fami- 
lies. Ability on the part of families to 
assume full responsibility for the health 
and welfare of their members decreased 
under economic stress, and society was 
faced with the need of assuming greater 
responsibility for a much larger propor- 
tion of families. 

The Federal Social Security Act,' ap- 
proved in August 1935, besides includ- 
ing general provisions for the security of 
the family—such as unemployment com- 
pensation, general public health services, 
and old-age assistance-—-also provided 
for some special services to children. 
Among these are services to crippled 
children, as specified in Title V, Part 2, 
of the Act. This portion of the Act, 
which authorizes an annual appropria- 
tion of $2,850,000, has as its purpose to 
enable “each state to extend and im- 
prove (especially in rural areas and in 
areas suffering from severe economic 
distress), as far as is practicable under 
the conditions in such state, services for 
locating crippled children and for pro- 
viding medical, surgical, corrective, and 
other services and care, and facilities for 
diagnosis, hospitalization, and after-care 
for children who are cri»pled or who are 
suffering from conditions which lead to 
crippling.” This part of the Act is under 
the administration o/ the Crippled 
Children’s Division of the Children’s 
Bureau of the U. S. Department of 
Labor. This division is directed by a 
physician, and advice is available to the 
states from medical, social service, and 
public health nursing consultants of the 
Bureau. 

The state administration devolves 
upon a state agency equipped to provide 
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medical care. The Act specifies that 
plans submitted by the states to the 
Children’s Bureau for approval must 
meet certain conditions: (1) financial 
participation by the state; (2) adminis- 
tration or supervision of administration 
of the plan by a state agency: (3) 
such methods of administration (other 
than those relating to selection, tenure 
of office, and compensation of per- 
sonnel) as are necessary for the effi- 
cient operation of the plan; (4) such 
reports by the state agency as the Secre- 
tary of Labor may from time to time re- 
quire; (5) provision for carrying out 


the purposes of the Act; (6) pro- 
vision for codperation with medical, 
health, nursing and welfare groups 


and organizations and with any agency 
in such state charged with administering 
state laws providing for vocational re- 
habilitation of physically handicapped 
children.” 

At the present time several different 
types of state agencies are administering 
services for crippled children under the 
Act such as: departments of health, de- 
partments of public welfare (or child 
welfare), departments of education, 
commissions for crippled children. and 

in one state—a university hospital. 


DEVELOPMENTS PRIOR TO SOCIAL 
SECURITY ACT 


Before describing more fully the 
present situation in regard to state pro- 
grams for crippled children which have 
resulted in this field from the Social Se- 
curity Act, it might be interesting to 
review briefly some of the developments 


in the states before the Act became 
effective. 
Public provisions for the care of 


crippled children priog to 1935 were 
sporadic and uneven and in many states 
totally inadequate if not altogether 
lacking. From analysis of these pros 
visions we get the following picture ‘sf 
the distribution of services for crippled 
children by public state agencies author- 
ized to provide care and medical treat- 
ment. 

In 19 states the services were pro- 
vided by agencies authorized by law to 
do so, as follows: 
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In eight states the agency was the department 
of health (California, Connecticut, Mary- 
land, Kentucky, Pennsylvania, South 
Carolina, South Dakota, and Vermont 
In two of these states appropriations were 
small and services were limited. Two 
states had a state-aided hospital that pro- 
vided service for crippled children and one 
had a special state hospital for crippled 
children, besides a state-aided hospital 
In one state the state relief agency was 
authorized to coOperate with the Federal 
Government 

In five states the agency was the department 
of public welfare (North Dakota, New 
Hampshire, Massachusetts, Ohio, and West 
Virginia). In two of these the appropri 
itions and services were limiled. One kad 
a special state hospital for crippled 
children, and in one the state)relief agency 
was authorized to coGperate with the 
Federal Government 

In five states the agency was the department 
of education (Alabama, Mississippi, Texas, 
Wisconsin, and Wyoming) In three of 
these there were limitations of money and 
service. In two there were state hospitals 
under the state university. 

In one state (New York) there was joint re- 
sponsibility between the department of 
health and the department of education 
This state had a special state hospital for 
crippled children. 


In 11 states (Washington, Oregon, 
Utah, Nebraska, Minnesota. Iowa, Mis- 


souri, Indiana, Maine, North Carolina, 
and Virginia), where no state agency 


was designated by law to provide ser- 
vices for crippled children, provisions 
were made to some extent, as follows: 


In three states relief agencies were authorized 
to coOperate with the Federal Govern- 
ment. In ene of these states there was 
also a state hospital under a university. 

In four states there were special state hospi 
tals for crippled children. In two of these 
the state health department coOperated in 
clinics as well; in the other two there 
were also state university hospitals pro 
viding services for crippled children. 

In one state there was a state-aided hospital 
for crippled children. 

In three states there were state hospitals for 
crippled children under university hospi- 
tals only. 


Before the Social Security Act went 
into effect no state appropriations 
(hence no state official agency) existed 
in nine states (Arizona, Idaho, Nevada, 
New Mexico, Colorado, Louisiana, 
Georgia, Delaware, and Rhode Island). 

In addition to the state-wide activi- 
ties of governmental agencies in this 
field some municipalities also provided 
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care from official sources, usually 
through local boards of education. 

Since 1922 there has existed in the 
United States an International Society 
for Crippled Children, founded in Fly- 
tia, Ohio, where it still has its head- 
quarters.” This society designates itself 
a voluntary organization composed of 
men and women actively interested in 
the cause of the crippled child. It is 
primarily a lay organization with many 
professional members, including ortho- 
pedic surgeons and nurses, physical 
therapists, educators, and social work- 
ers. It seeks to codérdinate the services 
of all, and at the same time to enlist the 
interest and codperation of lay individu- 
als and organizations and governmental 
agencies. Forty state societies are af- 
filiated with the national body. The 
seven earliest to organize were in the 
following states: Ohio (1919); Michi- 
gan and New York (1922); Kentucky. 
Pennsylvania, Tennessee, and West Vir- 
ginia (1923). Most of the societies, as 
they are most commonly called, were 
organized between 1924 and 1929 and 
six have been established since 1932. 

These societies, which include mem- 
bers of fraternal and civic organizations 
such as the Elks, the Shriners, the Ro- 
tarians, and also interested individuals, 
have sponsored and supported programs 
for the care of crippled children. As a 
consequence of this interest a number 
of states enacted legislative provision 
for the care of crippled children. 

Since 1920 fifteen Shriners’ hospitals 
for crippled children located in about a 
dozen states, Hawaii, and Canada have 
been established. The object of these 
hospitals is to furnish free hospital ser- 
vice and surgical attention to crippled 
children. The development of these 
hospitals has stimulated large numbers 
of lay people to participate actively in 
crippled children’s programs. 

Some city-wide private organizations 
also have existed for a long time, pre- 
eminently the Association for the Aid of 
Crippled Children in New York City, 
which was created early in the twentieth 
century. 

Of particular interest to public health 
nurses (although they have participated 
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to varying extents in the programs of all 
types of agency) are the special inten- 
sive orthopedic nursing services devel- 
oped by certain pioneering public health 
nursing associations. These include 
visiting nurse associations such as those 
in Boston, Chicago, Milwaukee, Minne- 
apolis, Kansas City, and Brooklyn. 

The statement that these few associa- 
tions made special provisions for ortho- 
pedic nursing must not obscure the fact 
that services for crippled children have 
always been included in the services of 
public health nursing agencies that of- 
fered health supervision or bedside care, 
whether visiting nurse associations, 
county or city health departments, 
school, industrial, or tuberculosis nurs- 
ing services. However, no provision 
was made by most of them for special 
treatment such as physical therapy. The 
services of public health nursing agen- 
cies in general included arrangements for 
a follow-up of hospital or clinic care or 
referral to community resources for such 
care and the home nursing care of bed 
or ambulatory patients according to 
specific medical directions. 

To obtain a clearer, fuller understand- 
ing of the Social Security Act as a tre- 
mendously significant step in the care 
of crippled children, it seems worth 
while to trace the historical development 
of systematic organized effort for such 
care in the country as a whole. 

HISTORY OF ORGANIZED EFFORT 


Since 1910, poliomyelitis cases in 
Vermont have been reported to the State 
Department of Public Health. In the 
summer of 1914 a rather severe epidemic 
occurred, in which about 300 cases of 
paralysis were reported. It was at this 
time that the State Department of Pub- 
lic Health made the pioneer attempt to 
give treatment and after-care to those 
in danger of becoming crippled from 
poliomyelitis. Private funds were given 
to the Health Department for the study 
of prevention of poliomyelitis, and Dr. 
Robert W. Lovett of Boston, noted 
orthopedic surgeon, was asked to come 
to Vermont to initiate the program of 
after-care in December 1914. Wilhel- 
mine Wright, his assistant in private 
practice, worked with him when the first 
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clinics were held in December 1914 and 
January 1915.* 

These first clinics were followed the 
next summer by another series of clinics. 
At first no home follow-up nursing care 
was attempted, because, as Dr. Lovett 
said later in referring to the situation, 
“No one sufficiently skilled in muscle 
training was available.” Private physi- 
cians, parents, and children were in- 
structed at the clinics. Many of the 
children came from the rural sections, 
and travel, particularly in the winter 
months, was not easy. At the follow-up 
clinics that Dr. Lovett held in the sum- 
mer of 1915 the results were so good 
that he could not help thinking that 
they might have been better if a trained 
field worker in physical therapy had 
been available for home follow-up. In 
the summer of 1915 a worker equipped 
for muscle training remained in the 
state, visiting children and parents to 
instruct them with regard to the care 
recommended as a result of clinic exam- 
ination. It is interesting, in the light 
of the Social Security Act and its par- 
ticular emphasis upon care for rural 
children, that the pioneer effort was es- 
sentially a rural project. 

Reports during the poliomyelitis epi- 
demic of 1916, in which 27,000 cases 
were reported (about half of them in 
New York State), indicated a prevalence 
of the disease greater than ever before. 
This created the impetus through which 
programs to prevent crippling from 
poliomyelitis were initiated in other 
states. 

In the autumn of 1916 the New York 
State Department of Health assumed 
the responsibility for the treatment of 
poliomyelitis victims in areas outside of 
New York City. Following the same 
plan as that used in Vermont, Dr. Lovett 
initiated and supervised this program. 
Clinics were held with the assistance of 
several other orthopedic surgeons. A 
few nurses who by this time had been 
taught muscle training were now avail- 
able for this work. The State was dis- 
tricted, and one nurse remained in each 
district, giving after-care to children 
who had been examined at the clinics. 
Thus began the state-wide program in 
New York, which has developed until 
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at the present time there are about 
twenty public health nurses specially 
prepared for this field of orthopedic 
nursing on the regular staff of the State 
Health Department. 

In Massachusetts in 1916 the Har- 
vard Poliomyelitis Commission was re- 
quested by the State Department of 
Public Health to take over the care of 
children who were afflicted during the 
epidemic. It was particularly desired 
that diagnosis and treatment be made 
possible during the acute stage of the 
disease. In Massachusetts Dr. Lovett 
followed out the same general plan as 
that used in Vermont, with some modi- 
fications. In the area within twenty 
miles of Boston children were cared for 
in a special clinic at the Children’s Hos- 
pital. In other sections of the state 
clinics were held in several centers. 
Nurses trained in orthopedics now were 
becoming more and more available, a 
large group having gone to Boston for 
training with Dr. Lovett. This course 
included lectures and practice in muscle 
grading and work in the orthopedic 
clinics of the out-patient department. 

At about this time Minnesota adopted 
a plan for after-care of children who 
had had poliomyelitis, whereby public 
health nurses were added to the State 
Department of Health personnel to fol- 
low up reported cases. 

Antedating these state-wide attempts 
on the part of state health departments, 
the Association for the Aid of Crippled 
Children in New York City as early as 
1900 provided nurses for visiting in the 
homes of children crippled from any 
cause, including poliomyelitis.* In 1916, 
the year of the epidemic of poliomyelitis, 
the staff of nurses was increased. Home 
treatments were arranged for children 
in outlying districts of the Bronx. By 
1934 the staff included nineteen gradu- 
ate nurses whose chief work was visit- 
ing crippled children in their homes. 
The services of the nurses consisted of 
interpretation of medical instructions 
from hospitals, clinics, or individual 
physicians; arrangements for medical 
care; transportation; and some social 
services, by referral. At this time about 
3000 children were under observation of 
the association. Home treatments, as 
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in previous years, were given by a 
trained masseuse who worked under the 
direction of a physician. 

Concurrent with the rise of state 
health department activities in relation 
to after-care of poliomyelitis, orthopedic 
services in public health nursing associa- 
tions and visiting nurse associations also 
began to develop. Among the earliest 
efforts of this kind was that of the In- 
structive Visiting Nurse Association of 
Boston. In the autumn of 1916, at the 
request of the Massachusetts General 
Hospital, this association began to give 
home care to children who had had 
poliomyelitis and those under care of 
the orthopedic clinic. Early in 1917 
four or five nurses from the association 
were trained in muscle grading and in 
after-care of poliomyelitis according to 
Dr. Lovett’s methods, by his associates. 
Soon afterward the responsibility for the 
follow-up care of the Boston children 
under care of the Harvard Infantile 
Paralysis Commission was given over to 
the association. 

Another extensive program of special 
orthopedic nursing was begun in 1916 
by the Chicago Visiting Nurse Associa- 
tion after the poliomyelitis epidemic.” ° 
The first nurse of that association to 
take part in the orthopedic program 
went to Boston to learn Dr. Lovett’s 
methods, and in successive years others 
did the same. For five years the asso- 
ciation offered special orthopedic nurs- 
ing care to poliomyelitis cases only, but 
after that time, to all types of ortho- 
pedic cases. This service in 1935 was 
given through a specialized staff of 
nurses—an average of 17—all of whom 
had had thorough preparation for pub- 
lic health nursing before entering the 
specialized field. 

As early as 1912 orthopedic nursing 
was a part of the service of the Brooklyn 
Visiting Nurse Association. This phase 
of care was greatly extended after the 
1916 poliomyelitis epidemic, as a larger 
staff was needed for teaching after-care 
procedures to mothers in their homes. 
Gradually special training was provided 
for nurses of the staff who showed par- 
ticular interest in and aptitude for or- 
thopedic care, the Brooklyn Rotary Club 
later providing a number of scholarships 
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at the Long Island College Hospital 
Medical School. By 1929 the ortho- 
pedic staff of the Brooklyn Visiting 
Nurse Association consisted of a spe- 
cialized supervisor, six nurses, two 
physical therapists, and one masseuse.‘ 

Since then services for orthopedic 
care have been made available by the 
visiting nurse associations of Detroit,* 
Minneapolis, Kansas City, and = Mil- 
waukee. 

The Milwaukee Visiting Nurse Asso- 
ciation added a nurse physical therapist 
to the staff in 1927. In 1928 the asso- 
ciation gave the services of the staff to 
assist with the establishment of a treat- 
ment department in the Lapham Park 
School for Crippled Children. The de- 
mands increased until at present there 
are eight nurse physical therapists on the 
staff. 

Five nurse physical therapists are at 
present on the staff of the Community 
Health Service of Minneapolis (formerly 
the Minneapolis Visiting Nurse Associa- 
tion). These nurses, along with two 
occupational therapists, provide services 
for the handicapped, not only at the 
patients’ homes, but also at the Cura- 
tive Workshop of Minneapolis, which is 
a department of the Community Health 
Service. The Workshop developed from 
two separate services, a physical therapy 
program provided by the Junior League 
and an occupational therapy program 
provided by the Visiting Nurse Associa- 
tion. These two services since 1932 
have been administered by one board, 
under the professional direction of the 
Community Health Service. 


NEW DEVELOPMENTS 


Now that the Social Security Act has 
been in effect for about a year, what 
developments are discernible in state 
programs? By November 1936, 47 
states and territories had submitted 
plans for crippled children’s programs 
to the Children’s Bureau for approval, 
and for 42 of these the plans had been 
approved and in operation. 

A recent summary of the situation in 
regard to the official state agency ad- 
ministering crippled children’s services 
under the Social Security Act in each of 
the 47 states and territories for which 


geet hme 


pac 








ee ie Seed 











Jan., 1937 


plans have been submitted shows the fol- 
lowing: 


Alaska, California, Colorado, Connecticut, 
Georgia, Hawaii, Maine, Massachusetts, New 
Hampshire, New York, North Carolina, Penn- 
sylvania, Rhode Island, South Carolina, Utah, 
Vermont, Virginia, and Wyoming. 
Departments of public welfare (or child wel- 

fare)—15 

Arizona, District of Columbia, Idaho, Illi- 
nois, Indiana, Maryland, Minnesota, Nebraska, 
New Mexico, North Dakota, Ohio, Oregon, 
South Dakota, Washington, and West Vir- 
ginia. 

Departments of education—5 

Alabama, Iowa, Missippi, Texas, and Wis- 

consin. 


Commissions for crippled children—8s 
Florida, Kansas, Kentucky, Michigan, Mon- 
tana, New Jersey, Oklahoma, and Tennessee. 


State university hospital—1 
Missouri 


To determine the extent to which 
public health nurses are being engaged 
to take part in these state programs for 
crippled children a study was made of 
the 1937 plans of the 42 states and ter- 
ritories having plans approved by the 
Children’s Bureau. The following in- 
formation in regard to public health 
nurses was obtained: 

In 32 states the plans submitted by 
the official state agency administering 
services for crippled children show that 
143 public health nurses are to be on 
the state staff in the fiscal year 1937. 
In 8 of these states public health nurses 
had been employed by the state in car- 
rying on programs for crippled children 
before the Social Security Act became 
effective. Before the act became effec- 
tive the 42 public health nurses were so 
employed in these 8 states; since then 
46 more such appointments have been 
made, making the total 88. The 24 
states in which public health nurses had 
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not been previously engaged for state 
crippled children’s programs, now plan 
to employ 55 public health nurses in the 
fiscal year 1937. 

Of the 10 states that have not planned 
to employ public health nurses for carry- 
ing on programs for crippled children in 
the fiscal year 1937, 8 plan to employ 
either physical therapists or social work- 
ers for field service for crippled chil- 
dren; about 25 physical therapists (all 
new appointments but one) are men- 
tioned in the plans, and about 40 social 
workers, a number of whom are specially 
trained in medical social work. 

In this connection it is interesting to 
note that the plans for 15 states include 
employment of medical social workers in 
addition to public health nurses. 

In 7 states the official state agency 
administering crippled children’s services 
is directed by a public health nurse; in 
7, by a social worker; in 6, by some 
other type of non-medical executive; 
and in 21, by a physician, either on full 
time or part time. In one state the po- 
sition of director has not been filled. 

Although many states have not yet 
completed their appointments, the ten- 
dency to rather extensive use of public 
health nurses in supervisory positions 
and for field service is apparent. 

This tendency, at so early a stage of 
development of state programs, shows 
that it is important for the public health 
nurse as a professional worker to con- 
sider how best to fulfill the obligation in 
this particular type of public health 
nursing service, how best to prepare her- 
self to contribute effectively and prac- 
tically to this special branch of public 
health nursing in relation to the total 
family health service. 


Note: The next in this series of articles on 
programs for crippled children will appear in 
the February issue of Pustic HeattH NURSING. 
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HILE no pregnancy can be con- 
sidered a routine matter by the 
nurse, many pregnancies proceed 

with a minimum of physical and mental 
difficulty. Finances are adequate or can 
be adapted to the increased needs. The 
mother and family welcome the preg- 
nancy but do not depend on it for their 
entire happiness. The mother is glad of 
the help of the nurse during the ante- 
partum and postpartum periods. 

On the other hand, some pregnancies 
do mean unusual difficulty. In such in- 
stances the mother or family may ask 
the nurse’s help in the situation. Oc- 
casionally the fact that her services 
seem unwanted creates a problem for 
the nurse. Or, the nurse may see needs 
of which patient and family are un- 
aware. In this article we are discussing 
the added understanding mental hygiene 
can bring to certain situations in preg- 
nancy, especially during the antepartum 
period—situations which complicate the 
work of the nurse. 


WHERE NURSE’S HELP IS REQUESTED 


Most easily met of these difficulties 
are the reality situations about which a 
puzzled or anxious mother asks the 
nurse’s help. In such instances the need 
for help not only is present but is recog- 
nized by the patient. Requests for in- 
formation as to available clinics and 
hospitals and for an explanation of the 
doctor’s orders are examples of such sit- 
uations. These are instances in which 
discussion of the mother’s difficulty can 
lead to action on her part which not 
only may solve her immediate problem 
but will be the surest way of relieving 
her anxiety. This might still be true 
even if the course of action on which the 
mother decides is not the one which 
seems ideal to her. For instance, a 
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mother without funds may find the reg- 
ular care of an efficient maternity clinic 
satisfying though she prefers the ser- 
vices of a private physician. 

Two ways come to mind of insuring 
that the nurse meets the mother’s ques- 
tions in a constructive way. In the first 
place, we still need to emphasize that 
the information which the nurse gives 
shall be sound, appropriate and as com- 
plete as possible. This emphasis is 
made here not primarily to safeguard 
the mother from erroneous information, 
but rather to safeguard her receptive 
attitude. If she receives the help she 
needs, the mother may ask again, and 
perhaps concerning something even 
more important. If she does not receive 
appropriate information, the nurse may 
not be as welcome on her next visit. 
This point may seem so self-evident as 
not to need expression. However, which 
one of us has not allowed herself to “say 
a piece” to a patient—one which we had 
carefully prepared in advance of the 
visit, unaware that the mother would 
have preferred to discuss another topic. 
Each of us has at times answered in- 
adequately. Perhaps we did not feel 
sufficiently sure of ourselves to say that 
we did not know the answer to the 
mother’s question but that we would 
obtain the full information and return 
to discuss it. 

The following is an example of a 
question which received an inadequate 
answer unsatisfying to the mother. This 
incident has to do with a mother and 
baby who had been receiving postpar- 
tum and newborn care. A nursing rec- 
ord states in part, ‘““Mrs. F. brought the 
baby to medical conference. Weight 13 
pounds, 6 ounces. Dr. A. told her the 
baby was too fat, to decrease p.c. for- 
mula. Mother asked how a baby could 
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he too fat. Advised her that doctors 
felt too much weight is as bad as too lit- 
tle, and that she should follow the doc- 
tor’s orders.” Later, in trying to think 
through her relationship with the 
mother, the nurse realized that at the 
time she had thought the mother’s 
question a silly one, rather than indica- 
tive of a need for sound information. 

A second means of insuring that the 
nurse is meeting the mother’s request 
for help wisely, is the willingness of the 
nurse to leave decisions to the mother 
once the necessary information has been 
given—if the mother is mentally and 
physically capable of making decisions. 
The mother may not complete her plans 
or place herself under medical care 
quite as soon as though the decision 
were made for her or pressure ex- 
erted. When she does move, she will 
do so of her own volition and_ will 
be more of a person in her own esti- 
mation for so doing. Having taken 
this step herself, she may wish to take 
others. 


APPARENT RESISTANCE TO NURSE 


In contrast to the mothers who ask 
the nurse for help during the antepar- 
tum period are those who appear not to 
want the nurse at all. Included in this 
number are mothers who apparently 
welcome the nurse but who avoid the 
subject of the pregnancy, or who seem 
interested in discussing the pregnancy 
but rarely carry out any of the sugges- 
tions for antepartum care considered 
during the visit. This is an attitude of | 
resistance to antepartum care. In less 
crystallized form we could call it lack of 
readiness. 

Resistance to the work of the nurse 
may not mean that the mother entirely 
rejects her services, though she may 
appear to do so. All of us have mixed 
feelings about many of our thoughts 
and actions. We are ambivalent about 
our desires—wanting and yet not want- 
ing. Here the mother’s resistance cer- 
tainly is uppermost. Some mothers 
frankly tell the nurse she is not needed. 
Others, unable to voice their feeling di- 
rectly, show it by failure to answer the 
doorbell, to be at home when the nurse 
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calls, or by obvious indifference to the 
visit. If the nurse attempts to think 
through the possible background for this 
attitude, some of the causative factors 
may be recognized and a_ successful 
working relationship established with 
the mother after all. These factors will 
be as many and various as the number 
of patients. However, some instances 
of underlying causes which contribute 
to this attitude can be given. 

For one explanation of such an atti- 
tude on the mother’s part we can look 
to the relationship between nurse and 
mother, previously discussed, and _illus- 
trate by the following situation. 

Mrs. F. was thirty-two years old, a former 
school teacher who had been married five 
years. This was her first pregnancy, a much 
desired one. Her home was in the district of 
an experienced, attractive nurse, about the 
same age as the patient. Since the mother 
was singularly uninformed, the nurse tried to 
safeguard and help her by explanation and by 
teaching her certain procedures to add to her 
comfort and health. After three visits the 
mother so obviously did not want the nurse 
that the case was about to be discharged. At 
this time a transfer of nurses. occurred. 
Warned by the experiences of the first nurse, 
the new nurse considered the possibility of a 
different approach. The record gave the 
mother’s birthplace as a city in another state 
which happened to be the birthplace of the 
nurse as well. Using this as common ground 
the nurse worked toward establishing a give- 
and-take relationship in which she carefully 
avoided seeming to teach the mother. The 
mother accepted antepartum care and later 
was glad to have help with the baby. If 
possible, she knew even less about caring for 
babies than she did about caring for herself 
during pregnancy. The nurse visited her pa- 
tiently, unobtrusively getting over to the awk- 
ward, insecure mother the essentials of infant 
care. Finally the time came when she could 
visit less frequently. The mother thanked the 
nurse for her help and said, “I’m glad I’m not 
one of those mothers who have to be taught 
how to take care of their babies.” The nurse 
felt that her thinking had been accurate, that 
this was a mother who could be a teacher or 
an equal but who could not accept the rdle 
of pupil. 


It may be, however, that the mother’s 
apparent refusal to work with the nurse 
is not because of a difficult relationship 
between nurse and patient but because 
of a painful experience with which she 
identifies the nurse and of which she 
does not wish to be reminded. Recently 
such a situation presented itself. 
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The nurse had been visiting in a family 
where the father proved to have tuberculosis. 
For unexplained reasons, this family consid- 
ered tuberculosis as a shameful disease. They 
did not inform friends or even relatives that 
the man had entered a sanatorium. The ill- 
ness was a financial hardship to the man, 
whose business suffered unless he was there to 
direct it. The mother shrank from the visits 
of the nurse although she allowed her to come 
into the home. She felt toward the nurse 
some of the dread she felt for the disease due 
to which the nurse had entered the family. 
On the father’s return from the sanatorium, 
the mother became pregnant, a pregnancy she 
did not welcome. When the nurse’s visits 
turned to the subject of the pregnancy the 
mother said, “I don't know why it is, but even 
when you talk about the pregnancy, you re- 
mind me that we have tuberculosis.” 


Here was a serious obstacle to the 
work of the nurse, but here also was 
proof of a surprisingly thriving relation- 
ship between mother and nurse since the 
mother felt enough at ease to voice her 
difficulty. 

Not a few mothers reject the ante- 
partum work of the nurse because they 
frankly reject the whole pregnancy. It 
is less painful for the mother whose 
baby is unwanted to think about her 
condition as little as possible and to 
escape the making of plans as long as 
she can. If the nurse accepts without 
surprise or disapproval the fact that the 
mother does not want her baby; if she 
has no need to reassure the mother that 
she soon will welcome the pregnancy, 
the patient may feel that she has found 
someone who really understands the sit- 
uation, and who is interested in her— 
not exclusively in the coming baby. 
She need not “pretend” to the nurse. 
Because she feels at ease she can see the 
situation more objectively. She may 
feel that it will be just as well to have 
the nurse continue her visits since after 
all the baby really is on the way. 

Sometimes, however, a deep resist- 
ance to antepartum care persists, with 
the mother even endangering herself. 
We know that the rejection of a preg- 
nancy can be so deep as to include a 
rejection of life. Consciously or uncon- 


sciously, the mother may wish to die to 
escape from what is, to her, an intoler- 
able situation. 

On the other hand, the resistance to 
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antepartum care may not be as sweep- 
ing as in the instances that have been 
given. Sometimes the mother genuinely 
welcomes the nurse but tells her directly 
or through her behavior that certain 
phases of the situation are difficult for 
her. Such, for instance, might be the 
mother’s voiced unwillingness to return 
at regular intervals to a physician or 
clinic, or simply her failure to do so in 
spite of successive appointments made. 

Perhaps this is a mother who is un- 
accustomed to medical care during her 
pregnancies, and who needs actual and 
repeated teaching as to the value of 
medical care, with a careful explanation 
of the resources available. Gone are the 
days, however, when faced with failure 
on some such point, we resorted to war- 
time tactics and felt that we must “‘fight 
it out along this line if it takes all sum- 
mer.’ Instead, we take the failure as a 
signal that we must stop to consider 
what lies behind the resistance of this 
otherwise interested and __ receptive 
mother. What is she telling us by her 
behavior? Something, perhaps, of which 
she herself is not aware. 

The mother may simply be telling us 
that she had a difficult experience at 
clinic and is unwilling to risk another. 
One such mother fainted at the clinic 
following an antiluetic treatment and is 
afraid to return. Another mother re- 
turned to antepartum clinic, but after 
waiting for two hours, was told she must 
be transferred to another clinic since 
her husband had obtained work. In ad- 
dition, the clinic physician had recom- 
mended to this woman treatments which 
were not available to her. Following 
these experiences she broke a number of 
clinic appointments. Another patient 
felt that she had to wait so long before 
seeing the physician that clinic attend- 
ance was impossible, and so failed to 
keep return appointments. 

These examples are not intended 
primarily as criticism of clinic procedure 
since some such difficulties cannot be 
avoided. It is the feeling of the patient 
concerning the circumstances which re- 
quires emphasis. Some of the mother’s 
adverse feelings toward clinic attend- 
ance may be dissipated by: first recog- 














MATERNITY AND 


Jan., 1937 


nizing that such a feeling not only exists 
but perhaps exists with reason; showing 
the mother that the nurse understands 
her point; then attempting to work out 
with her a way of simplifying her at- 
tendance at clinic. 

On the other hand, the mother’s re- 
sistance to clinic attendance or other 
medical care may be a reflection of her 
own unrecognized feelings rather than 
reluctance to persist in the face of dif- 
ficulties or to repeat an experience in 
some ways unpleasant. Perhaps her 
resentment at the pregnancy is  pro- 
jected onto the clinic, or her rebellion 
at having to avail herself of clinic ser- 
vice rather than employing a private 
physician becomes criticism of clinic 
service. Or, as not infrequently hap- 
pens, a mother is reluctant to attend 
clinic because she feels guilty over at- 
tempts to abort or because her baby is 
illegitimate. 

Similarly one could discuss factors 
underlying resistance to other phases of 
maternity work as, for example, prepa- 
ration for delivery. One would meet 
again a need perhaps for direct teach- 
ing, perhaps a reaction conditioned by 
unpleasant experiences, or a_ reflection 
of the mother’s own emotiona: difficul- 
ties. 

We shall go astray and defeat our 
purposes if we attempt to meet this be- 
havior from the intellectual approach 
only, with arguments and_ statistics 
rather than with an attempt to see what 
lies behind the behavior. One foreign- 
born mother reminded a nurse of this 
when, after having been presented with 
some factual material, she looked at the 
nurse coldly and said, ““And what is the 
very good reason?” When the nurse is 
driven to defensively proving her point, 
her cause is lost, at least for the mo- 
ment. 


THINK OF THEM AS SYMPTOMS 


We have discussed resistance to ante- 
partum care at some length because the 
variety of causes underlying it is 
typical of the number underlying other 
situations of pregnancy. As one of 
these causative factors repeatedly ob- 
served, we suggested the unwanted 
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pregnancy. So far, however, little has 
been said about such factors as family 
relationships and the personality needs 
of the mother which in turn underlie an 
unwelcome pregnancy. Other frequently 
recurring situations also command our 
attention to the degree that we may 
think of them as constituting the prob- 
lem rather than realizing that they are 
merely the symptoms. For instance, 
frequently mothers are overeager for 
their babies, their entire happiness ap- 
parently dependent on the successful 
termination of the pregnancy, the preg- 
nancy marked by anxiety and tension. 
Frequently, also, a mother or father 
tells the nurse with distress or bitter- 
ness of discord between the parents 
which seems destined to disrupt the 
family. These situations are sympto- 
matic of underlying difficulties. 

It would be misleading, therefore, to 
attempt a list of problems specific to 
pregnancy other than those dependent 
on physiological changes discussed pre- 
viously.* To do so would be to isolate 
a certain period in the life of an indi- 
vidual, limiting cause and effect to the 
comparatively few brief months of 
pregnancy. 

Instead we realize that the life-stream 


of the mother flows uninterruptedly 
throughout its course with the preg- 
nancy only a more or less outstanding 
landmark. Like most streams, the 


mother’s life-stream joins that of others 
and in the first and last analysis has to 
do with boundless depths. Perhaps the 
mother’s reactions during this period 
will be exaggerated or accidents will 
occur, but in the main she will react to 
this experience as she reacts to other 
experiences. 

For this reason, it is of more value to 
study each individual pregnancy in re- 
lation to the whole situation of that 
mother, rather than to fit our thinking 
about certain formulated problems of 
pregnancy. This approach later helps 
the nurse to understand the mother’s 
methods with her children. If the nurse’s 
relationship with the family continues, 
she will be helping the same individual 
meet still other situations. New ele- 
ments will be added. She may find she 
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was wrong in her previous thinking 
about the situation. But what is new 
will always be related to what has 
occurred. 

In addition to problems during the 
antepartum period with which the fam- 
ily frankly want help from the nurse, 
and problems which result in apparent 
resistance to the services of the nurse, 
there are, then, difficulties which are 
more apparent to the nurse than to the 
patient’s family and which underlie 
these situations which we are regarding 
as symptoms. 

What kind of woman carries through 
a pregnancy with serenity and happi- 
ness? What must she have achieved 
emotionally? One might suggest as 
three factors in such achievement, emo- 
tional maturity sufficient for mother- 
hood; freedom from anxiety and guilt 
relative to the sex relationship in mar- 
riage: ability to solve emotional con- 
flicts without becoming markedly neu- 
rotic. 

EMOTIONAL IMMATURITY 

It is obvious that one can achieve 
physical maturity without being equally 
mature emotionally. One may be well on 
in pregnancy or have borne several 
children and still be emotionally a child. 
Perhaps the woman is still very much 
her mother’s or her father’s daughter; 
perhaps, as substitute, she unconsciously 
needs to be her husband’s daughter and 
to receive his protection and direction. 
It would be difficult to welcome a preg- 
nancy if one unconsciously preferred to 
be a child rather than a mother. This 
need, unrecognized as it is by the 
mother, sometimes gives rise to behav- 
ior which seems strange to the patient’s 
family. 

Familiar situations begin to fall in 
line as one carries this thought through. 
We remember the young mother who 
became unreasonably irritated with her 
husband during pregnancy and spent 
most of the time at her own mother’s 
home. We remember the mother who 
felt during pregnancy that she should be 
“babied” by her husband and_ other 
members of the family. There is the 
mother who, the record states, ‘acts like 
a child herself.” We recall the mother 
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whom the nurse described with accuracy 
as treating her new baby “like a doll,” 
interested in the dainty layette but 
quickly tiring of the baby’s care and 
frightened at the slightest emergency. 
Again, there is the mother who relies on 
her own mother or the nurse for de- 
cision and planning, or who refuses to 
allow planning for the coming baby to 
break into a formerly carefree exist- 
ence. Sometimes the emotionally im- 
mature mother will grow up into moth- 
erhood; sometimes she never does so. 
Under such circumstances, many times 
the nurse must congjder seriously the 
degree of responsibility which she or 
another appropriate person must assume 
temporarily, or anaemic Even a 
stable, mature woman may need the 
nurse as a temporary mother especially 
during the first few months of her preg- 
nancy if, for instance, she is a stranger 
in the community or a newcomer in the 
country, with old relationships broken 
and new ones not yet strong enough to 
bear strain. 

CONFLICT OVER MARITAL RELATIONS 

Anxiety and fear have been spoken of 
elsewhere in this material as possibly 
based on repression and guilt relative to 
marital relations.* This is a second 
factor underlying the mother’s adjust- 
ment to pregnancy. In its turn the 
pregnancy may become identified with 
this relationship, and so be difficult to 
accept. Relative to this repression, 
some familiar situations come to mind. 
Is there more than ‘‘modesty”’ hindering 
the mother who is “ashamed” to go to 
the doctor? Have we an inkling as to 
the conflict expressed by a mother when 
she said during her irst pregnancy, “It 
makes me sick at my stomach to think 
of nursing the baby. I think it’s dis- 
gusting.” The nurse whose professional 
training has helped her to a matter-of- 
fact approach to the sexual part of the 
marriage relationship may by her atti- 
tude alone be helpful in such circum- 
stances. 

NEUROSIS AS ONE SOLUTION 


A third factor mentioned is the 
ability to solve major conflicts without 
resort to a dangerous degree of neuroti- 
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cism. One of the most puzzling situa- 
tions which physicians and nurses face 
is the attempt to differentiate illness of 
physical origin from neurotic symptoms. 
The latter arise from the unconscious 
conversion of conflict into symptoms 
which, to the patient, are more accept- 
able than the actual difficulty. Per- 
sistent vomiting in pregnancy may be 
such a device. 

Often it is exceedingly difficult to 
differentiate the attempt of the body 
symbolically to rid itself of the foetus, 
or the attempt of the mother to gain 
freedom through therapeutic abortion, 
from true pernicious vomiting. It has 
been stated that vomiting persisting in 
pregnancy is rarely toxic, that some 
women vomit from very slight stimuli 
and naturally carry this characteristic 
over into pregnancy, that many women 
are “essentially unstable, or nervously 
and physically inadequate and their re- 
action to any stress is excessive.’’** 
However, the nurse has an opportunity 
to observe the mother in her owrm home 
during a number of visits and may be 
able to make _ helpful observations. 
Other physical symptoms may also as- 
sert themselves without apparent  or- 
ganic basis. These require the nurse to 
think through what she knows of the 
relationships in the family and the pa- 
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tient’s attitude as well as the physical 
régime. It is easy to be carried away 
to either extreme, contending that the 
patient is or is not neurotic, sometimes 
with an element of accusation or de- 
fense. For many of us still see an aura 
of stigma about neuroticism. 

We have been discussing in this ar- 
ticle situations which commonly compli- 
cate the antepartum work of the nurse. 
For convenience three groupings were 
suggested: situations on which the fam- 
ily frankly want help from the nurse: 
apparent resistance to the services of 
the nurse; situations which present 
needs more apparent to the nurse than 
to the patient and family. These situa- 
tions were described as significant 
symptoms rather than as problems in 
themselves. They expressed the degree 
of emotiongl achievement of the patient. 
It is to this degree of achievement that 
the nurse relates her antepartum service 
as well gs other health work, not envi- 
sioning her service as a cure-all but as an 
aid to healthful mental and_ physical 
development. 

*See Part I, 
December 1936 

**Mussey, Robt. D., 
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Looking Into the Past 


The following excerpt from an article by Mrs. Isabel W. Lowman published in 
The Visiting Nurse Quarterly for January 1912 recalls vividly some milestones in 
the history of public health nursing and the plans which culminated in the found- 


ing of the National Organization for Public Health Nursing. 


Other excerpts from 


early issues of the magazine will appear in later publications, featuring particularly 
the adjustments and advancements in the last quarter-century. 
The author, Mrs. Lowman, was a member of the Board of Directors of the 


Cleveland Visiting Nurse Association. 
standards for public health nurses. 


In this article she makes a plea for high 
Much that Mrs. Lowman says is pertinent 


today; in fact, the final paragraph might well be the introduction to “Minimum 
Qualifications for Those Appointed to Positions in Public Health Nursing,” pub- 


lished in 1936! 


On the other hand, some of the changing concepts in public health nursing are 
interestingly brought out, such as the author’s reference to visiting nursing as a 


service designed for the care of the sick poor 


since the publication of this article. 


a concept which has changed entirely 


THE NEED OF A STANDARD FOR VISITING NURSING 


The generally accepted idea of a vis- 
iting nurse in this country is a hospital 
graduate with some postgraduate train- 
ing in district work, who as the agent 
of a benevolent organization exercises 
her profession in the homes of the sick 
poor.* She enters the home to give 
bedside care to some sick member or 
members of the household, but her pecu- 
liar mission is to secure by every pos- 
sible means a better health standard for 
the family which, through accident or 
illness, has come under her care. 

Now a great many things enter into 
the question of this family’s moral and 
physical condition—lack of income, lack 
of rest, dirty houses, overcrowding, un- 
derfeeding, bad air, . and very often 
in addition to these misfortunes, tuber- 
culosis. Other organizations and asso- 
ciations are perhaps at work in the same 
home helping the family regain its inde- 
pendence and its economic and physical 
well-being, and the nurse is expected to 
codperate intelligently with all these 
agencies. Her work is not merely palli- 
ative, nor just curative: it ought to be 
in the largest sense constructive. Health 
should be the vision which leads her and 
she ought always to feel that if she 
comes because the family is ill she stays 
with the hope that it can become a nor- 
mally healthy family. 


We call a district nurse a “visiting 
nurse’; we call all the nurses who go 
into the homes to instruct the mother in 
her care and feeding of young children 
‘visiting nurses”; we call the nurses who 
take care of and watch over the family 
which tuberculosis has invaded “visiting 
nurses. In order to do visiting nurse 
work she must exercise her profession 
affirmatively and constructively and 
with another object in view than that of 
temporarily taking care of a disease. If 
she comes and goes with the coming and 
going of the disease and leaves causes 
and effects alike unthought of and un- 
altered she may, it is true, give good 
bedside care, but she is not doing real 
visiting nurse work in the sense we 
understand it today. 

I have tried to set forth what an in- 
telligent public now expects from a vis- 
iting nurse, but at the same time we 
must frankly state that there is no 
authoritatively recognized standard for 
visiting nursing in this country and no 
national council or associaton of nurses 
to protect the homes of the sick poor* 
by fixing a standard and defending this 
standard against ignorance or deliberate 
charlatanry. At this present time the 
standard of visiting nursing in each 


*See editor’s introductory note. 
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locality depends upon the entrance re- 
quirements of its own individual asso- 
ciation and upon the kind and degree of 
training possessed by the association’s 
superintendent of nurses. And as the 
lay board of trustees engage this super- 
intendent the ultimate responsibility of 
the whole matter of standard at present 
largely rests with them. This of course 
is an unsafe situation and it is because 
it is thought to be open to danger and 
risk that mary prominent nurses in dif- 
ferent parts of the country are now try- 
ing to fix a standard for this social nurs- 
ing and to organize a council of nurses 
which will protect this standard from 
encroachment. However, although there 
has been no such standard as yet agreed 
upon, the visiting nurse associations of 
this country have until very recently 
held to the best nursing ethics in the 
management of their work. 

We are forced to the conclusion, how- 
ever, that this has been somewhat a 
matter of chance and of a mechanical, 
almost automatic adherence to the first 
excellent models which were planned by 
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some of the highest minded nurses of the 
American profession. 

It has never occurred to lay boards of 
management that there could be any 
other method of organization than the 
excellent method adopted by the original 
associations. The first plants were good 
and the successive plants were started 
from “slips” cut from the older growth. 
The Cleveland Association, for instance, 
was “mothered” during its beginning by 
the Chicago Association and its super- 
intendents have been nurses trained in 
the high ethical standards of Harriet 
Fulmer. It would be interesting to 
know how many associations, large and 
small, the Chicago Association has 
‘“slip”-planted in this same manner. 

As time has gone on the Cleveland 
Association has undergone the changes 
which have adapted it to its environ- 
ment and a somewhat different growth 
from the parent plant has been the re- 
sult of these reactions to its surround- 
ings. It also in its turn has been the 
mother of other organizations to which 
it has passed on to some extent its pecu- 
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liar variations. As a nursing associa- 
tion, however, there has never been the 
slightest departure from the high stand- 
ard of entrance requirement with which 
it was begun. 

It seems apparent that to the integ- 
rity and fine nursing ideals of the first 
associations we owe the high character 
of visiting nursing as now practiced in 
this country. The first plants were good 
and the seed was preserved unmixed for 
wider sowing. Now, however, we find 
quite suddenly that matters of method 
and of ethics can be left to the mercy 
of general interpretation only so long as 
no powerful suggestion to construe them 
unwisely is made from without. 

It was quite impossible ten years ago 
to foresee what a whirlwind of altruism 
would be unchained by the clubbing to- 
gether of the layman and physician in an 
effort to hunt out tuberculosis from its 
nest and hiding places. 

Tuberculosis, the hall-mark of misery! 
That indeed was the inspiration for a 
world-wide crusade which has opened up 
and discovered on the one hand such 
need for succor, and on the other such 
treasures of helpfulness and good coun- 
sel. Gradually the luminous benignant 
image of health has shone out of all this 
darkness and confusion and has stamped 
itself upon the imagination of a whole 
people. What wonder that since then 
the greater part of altruistic effort has 
been in the image and superscription of 
Health. 

Physical and moral health were seen 
to be the attainable possession of any 
people who could work together for the 
common good. For when reason and 
conscience alike declare the health of a 
nation to be not only the might of a 
nation but the rightful possession of its 
people, the enthusiasm of the first effort 
put forth to achieve this end will be 
commensurate with the vision. 

The great nurses in this country have 
always fought for high nursing stand- 
ards, and their efforts and sacrifices have 
placed the American profession of nurs- 
ing in the high place where it finds itself 
today. It is for the nursing profession 
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to organize in such a way that the 
treasures of their tradition shall be pre- 
served intact and in the case of visiting 
nurses such organization must be quickly 
effected. There is another side of the 
question to be attentively considered, 
and that is that a national movement 
which commands universal sympathy 
and universal allegiance from the laity 
and from the medical and nursing pro- 
fessions ought not to be betrayed into 
losing the idealism and fine feeling 
which it has so far brought to this work. 
The best is none too good with which to 
serve not only the poor but the growing 
desire to make things better, which is 
awakening in the heart of our people. 
Not less education, but more education, 
not less training, but more training, is 
what we must demand from our visiting 
nurses. 

I am glad to say again that a group 
of prominent nurses from several parts 
of this country are now at work devising 
a policy which will protect the ideals 
and standards of visiting nursing from 
encroachment, and that following the 
meeting of the Associated Nursing 
Alumnz in May this question will prob- 
ably be dealt with in a way to secure it 
from the chances of ‘“under-standard- 
ized” decisions. It seems peculiarly 
fitting that the visiting nurses of this 
country should ask for a national and 
recognized standard of training. 

The visiting nurses... do_ their 
work with little or no supervision. They 
are placed in positions where they have 
to use judgment and a very high degree 
of skill and initiative. Their tradition 
has heretofore in this country been un- 
assailed by compromise and they are in 
a position to insist upon the right to 
maintain and to increase their standard 
of excellence. 

It seems to be quite conceivable that 
one of the most important functions of 
the best associations in this crisis may 
be to work toward an increasingly high 
standard of training for the vast body of 
women who are destined to perform the 
prophylactic nursing service of this 
country. IsABEL W. LowMAN. 
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Silver Jubilee Year 


The day of Jubilee has come. 

With the advent of 1937, our plans 
for celebrating the twenty-fifth anni- 
versary of the founding of the National 
Organization for Public Health Nursing 
by adding to its financial strength and 
public usefulness must result in action. 

These plans have been carefully 
drawn on a nation-wide scale. In the 
first place, a National Jubilee Com- 
mittee of twenty-five is being formed 
to sponsor the celebration and _ its 
attendant campaign for new members 
and special gifts. This committee, 
headed by Mr. Henry Bruere, President 
of the Bowery Savings Bank of New 
York City, has drawn into its member- 
ship such distinguished and influential 
Americans as Newton D. Baker, Fred- 


erick Ecker, James Truslow Adams, 
Charles Francis Adams, Dr. Robert 
Millikan, William Allen White, Dr. 
Thomas Parran. Jr., and Mrs. Russell 
Colgate. 


These men and women will give to 
the campaign of the N.O.P.H.N. the 
prestige and = substantial sponsorship 
which all persons interested in public 
health nursing will desire. A New York 
Silver Jubilee Committee also has been 
created, headed by Mrs. A. Victor 
Barnes, and every state in the Union is 
to have a lay representative to direct 
the celebration within its borders, Wher- 
ever feasible these Jubilee representa- 
tives are being asked to form commit- 
tees not only in their states, but in the 
larger cities, to give the strength of a 
thorough organization to our efforts. 

Presidents of S.O.P.H.N.’s, chairmen 
of public health nursing sections, presi- 
dents and directors of member agencies 
are all being asked to join in the work 
of stimulating an increase in member- 
ship. 

Our minimum goal for the Jubilee 
effort has been established. We believe 
that it is a very appropriate goal for an 
organization with the past attainments 
of the N.O.P.H.N. and its tremendous 
nation-wide demands for service. We 
are seeking at least $25,000 in special 
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Jubilee gifts from new contributors. We 
are looking for at least 2500 new mem- 
bers, either nurse or lay, at $3.00 a 
member. We hope to get twenty-five 
new life members at $100 each, and 
twenty-five new public health nursing 
agency members. We _ believe that 
Jubilee gifts and memberships totalling 
$75,000 are not too much to hope for. 

The objectives of our Jubilee cam- 
paign have been set to enable the 
N.O.P.H.N. to reach an even higher de- 
gree of usefulness than has been possible 
in the past. In addition to maintaining 
its present services of studies, publica- 
tions, standard-setting, field advisory 
service, and interpretation of public 
health nursing to the public, the organ- 
ization has other demands for service 
which it should be enabled to meet more 
adequately. It needs a full-time con- 
sultant on school health and a special 
advisory service for industrial nurses. 
It hopes to replace its special consultants 
on mental hygiene and social hygiene, 
who were discontinued as a part of de- 
pression retrenchments. It has many 
requests from the field to conduct insti- 
tutes and round tables—many more 
than it is able to fulfill at present. 

These activities will require a large 
membership; greater financial strength. 
It is for this reason that we have em- 
barked on our modest campaign for a 
fitting celebration of the Silver Jubilee. 
We are going to succeed. Our degree of 
success will be dependent on the zeal 
and labor of our friends and members. 

Suggestions for celebrations in states 
and in local communities are being sent 
out to Jubilee representatives throughout 
the country, together with information 
regarding supplies available from the 
N.O.P.H.N. Every month, up-to-date 
information on the plans and progress of 
the Jubilee celebration will appear in 
PuBLIc HEALTH NURSING. 

The hour has struck for friends of 
public health nursing to go to work. The 
arrival of this Silver Jubilee has brought 
us our opportunity. Let us make the 
most of it. 











Amalgamation of Services in Minneapolis 


By LAURA A. DRAPER, R.N. 


Director, Community Health Service of Minneapolis, Minneapolis, Minnesota 





consolidation of nursing services 





This is the second in a series of articles on successful projects in the 
The first was an article by Mabel G. 








Munro on the amalgamation of services in St. Joseph, Missouri which 
was published in the November 1936 issue 
COMMITTEE was appointed in In December 1933 the committee 


1933 by the Council of Social 

Agencies of Minncapolis to study 
the Visiting Nurse Association and In- 
fant Welfare Society for the purpose of 
determining whether substantial advan- 
tage would result from their amalgama- 
tion. This action came after some years 
of consideration; such a recommenda- 
tion having been made in !924 in a 
study sponsored by the Council.* 

The Study Committee was composed 
of seven members, two representatives 
from the board of each agency and three 
members at large. From April through 
September they met eleven times. To 
quote from their report: “A review was 
made of previous studies of the two or- 
ganizations; graphs were drawn up of 
the two agencies; a brief of their work 
was prepared by the executive secretary 
of each organization showing their aims 
and purposes; an analysis was made of a 
group of each agency’s records on the 
same families in their maternity and 
prenatal departments; frequent confer- 
ences were had with the executive sec- 
retaries of both organizations; a plan 
of possible consolidation of the two 
agencies was charted and discussed with 
the executive secretaries of both organ- 
izations; the opinion of a number of 
doctors was secured regarding the possi- 
bility of combining the work of the two 
agencies, also as to what attitude certain 
principals of the medical profession 
might have toward such a new organiza- 
tion; information regarding the infant 
welfare and visiting nurse work in other 
cities was secured by communication.” 





*Winslow, C.-E. A., and Hiscock, Ira V. The 
Health Program of Minneapolis. Unpublished 
study, 1924. 
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submitted to the directors of the Council 
a report which concluded as follows: 
“It is stated as the judgment of a 
majority of this committee that an or- 
ganization which would consolidate the 
two services under one governing board 
could be relied upon to develop and 
maintain the best service to the com- 
munity.” This report was adopted by 
the Council board and submitted to the 
two agencies involved. The respective 
boards accepted the report. 

Thus it came about that in September 
1934 the two agencies were combined 
into one organization incorporated as 
the Community Health Service of Min- 
neapolis. The directors of the two 
amalgamating agencies resigned, and a 
director was appointed who had had no 
affiliation with work in Minneapolis. 
Otherwise the full membership of the 
boards and staffs of both organizations 
was merged in the Community Health 
Service. 

For the sake of comparative studies, 
it seemed desirable to start work on a 
generalized basis on the first of January 
if possible. That meant that we had 
four months in which to prepare. To 
those contemplating an amalgamation a 
summary of the urgent considerations 
will be of interest: 


1. Preparation of staff 

2. Reconciling of district boundaries of the 
two former agencies 

3. Redistricting the individual nurse’s ter- 
ritory so that each could care for work 
in homes and clinics 

4. Working out a schedule to permit each 
nurse to attend clinic on the days when 
the mothers from her district attend. 
Our clinics are on the appointment sys- 
tem 
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5. Selection of office space 
6. Purchase of equipment 
Integration of record systems 


PREPARATION OF STAFF 


Of these the first is obviously the 
most important, and is the only one 
about which much need be said.  Be- 
cause of the foresight of the two for- 
mer directors, we were fortunate in the 
state of preparedness of the staffs. Not 
only had most of the nurses had student 
field work with both agencies, but all 
the members of the Visiting Nurse 
Association staff had had three months’ 
experience with the Infant Welfare So- 
ciety, and many of the Infant Welfare 
Society had had experience with the 
Visiting Nurse Association. To refresh 
them in the part of the work with which 
they were less familiar, we immediately 
began an exchange of nurses between 
the two departments, arranged in three- 
week periods, and continued this until 
the end of the year. 

In one district, however, we began 
generalized work almost immediately, 
in order to try out procedures in a small 
way before inaugurating them for the 
whole organization. We believed that 
this would assist us to correct errors, 
discover short-cuts and evolve policies. 
The plan proved helpful from an ad- 
ministrative point of view. 

On the first of January 1935, every 
district began work on a_ generalized 
plan. We had formulated our plan of 
organization but we were aware that we 
were only at the beginning of the de- 
velopment of a good family health ser- 
vice. 


ESTABLISHING INTEGRATED PROGRAM 


The period since that time has been 
devoted to establishing our integrated 
program. We have tried especially to: 
(1) enrich the content of the nurses’ 
contribution, (2) effect such economies 
of time and effort as an amalgamated 
service may imply. In pursuance of the 
lirst objective we appointed assistant 
supervisors in each of our substations, 
and we have added to our staff a nutri- 
tion consultant—with the expectation of 
adding a second one soon. Our present 
staff comprises consultants in child 
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welfare, maternity, mental health, and 
nutrition. One nurse devotes her time 
to supervision of cardiac patients, at- 
tending the cardiac clinics at our two 
public hospitals, following up patients 
in their homes, and supervising cardiac 
cases carried by staff nurses. We have 
four supervisors, four assistant super- 
visors, and forty staff nurses.* 

The question as to whether the amal- 
gamation is resulting in financial saving 
is frequently asked, and difficult to an- 
swer. During the first nine months of 
1936 our expenditure was $4,000 less 
than during the same period in 1934. 
We are not comparing identical situa- 
tions, however. Our case load this year 
has been less than in 1934; we have 
decreased the staff but have increased 
salaries. These and other factors have 
complicated the picture. It seems im- 
probable that an agency can ever know 
with accuracy what amalgamation 
means in terms of financial results. 

Another question which frequently 
arose in connection with the proposed 
amalgamation was whether the health 
education phases of the work might be 
adversely affected. To quote again 
from the report of the Study Commit- 
tee: “Those who hold for maintaining 
specialized nursing feel that the emer- 
gency work of caring for the sick would 
tend to crowd out the educational work 
now done by the Infant Welfare So- 
ciety.’ That this has not happened is 
indicated by our records for 1935. The 
number of clinics, the clinic attendance, 
and the visits to clinic children in the 
home—all increased. This may be due 
in part to the fact that we did not have 
an extreme pressure of illness in 1935. 
It is true, however, that all the members 
of the staff made a conscious effort to 
safeguard the educational services. 

What has the amalgamation meant to 
patients and to nurses? Although we 
are too new for many conclusions, we 
believe in the plan we are following. 
Numerous incidents have indicated that 





*A Curative Workshop carrying on physio- 
therapy and occupational therapy is a part of 
the Community Health Service, but a descrip- 
tion of it is omitted since it was not affected 
by the amalgamation. 











28 PUBLIC 


the nurse brings a more complete know!l- 
edge of families to her planning for 
them. In 1935 our records showed over 
sixteen hundred cases in which visiting 
nurse and infant welfare services were 
given at the same time in a family by 
one nurse. The grandmother was per- 
haps a chronic patient, and in the 
course of her visits the nurse was able 
to convince the mother of the import- 


ance of medical supervision for the 
baby. In over six hundred instances 
our initial contact was through the 


infant-preschool service, and the nurse 
went to care in illness for a child whose 
development and history she already 
knew through clinic contact. 

The nurses find interest in the variety 
of the program and the stimulation of 
a job which is always demanding. Dur- 
ing the past two years we have had ap- 
proximately a twenty per cent annual 
turnover and have been able to fill the 
vacancies with well prepared public 
health nurses. Many of these new staff 
members are nurses who have had field 
practice with us during their public 
health nursing course at the University 
of Minnesota, and want more experience 
in his sort of program. The nurses who 
leave us say that they feel better pre- 
pared to work alone because of this gen- 
eralized experience. 

Since this account of our experience 
is probably of particular interest to 
agencies considering amalgamation, I[ 
want to conclude with a few points 
which it may be helpful to remember. 
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Before any decision as to amalgamation 
is reached, it is essential that there be 
plenty of time for weighing pros and 
The board and the staff can more 
easily meet contingencies if they have 
foreseen them. If the question is can- 
vassed thoroughly, there can be no fear 
that conclusions have been too hasty, 
and there will be time for those who do 
not want to go along with the new pro- 
gram to make other plans. 

An amalgamation is not an easy pro- 
Such considerable adjustments of 
methods, personalities, and points of 
view take time and patience. The staff 
and the board should remember that 
stresses and strains are apparently in- 
evitable during the period of transition, 
and do not necessarily mean that their 
plan is not succeeding. It is well for 
everyone to understand in the beginning 
that results will not be achieved imme- 


cons. 
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diately. The staff will hardly become 
an integrated unit in less than two 
years. Two years more may pass be- 


fore the new plan is functioning with 
maximum efficiency. If this is made 
clear from the start, some disap- 
pointments and loss of faith may be 
avoided. 

We are starting our third year with 
knowledge of ground gained and assur- 
ance of accomplishment ahead. That 
this is so is due to our board and staff 
who brought to the amalgamation such 
good will, fortitude, and determination 
that the new plan could and would suc- 
ceed, 


WANTED: Two copies of ““The Evolution of Public Health Nursing” by Annie Maria 


Brainard, published by W. B. Saunders Company, Philadelphia, 1922. 


Anyone having 


a copy or copies of this book which they would be willing to sell, communicate with 
the Editor, PUBLIC HEALTH NURSING, 50 West 50th Street, New York, N. Y. 











“actors in Reading Deficiency 
By WILDA ROSEBROOK 


Psycho-Educational Consultant, The Ohio State University, 


Reading deficiency has been recog- 
nized as one of the acute problems of 
education at the primary, secondary 
and college levels for the last few years. 
Some investigators have found that 
from ten to twelve or fifteen per cent of 
public school children are unable to 
read in keeping with their general intel- 
lectual ability. Further than this, read- 
ing deficiency may be found among all 
levels of intellectual ability from the 
subnormal to the superior child. 

The history of the attacks on the 
problem runs true to form. First one 
theory has been proposed, exploded, 
and all too often rejected in its entirety. 
Then another, and another. The inten- 
sive studies that have been carried on 
during the last few years have given us 
a wide array of hunches or leads upon 
which to base our study of every child 
or adult who can not read in keeping 
with his intellectual ability. 

It is interesting to note how many 
factors have been found which may be 
contributing to the problem. These 
contributing factors are so varied and so 
extensive that it is quite evident the 
classroom teacher cannot solve the prob- 
lem alone but may have to call on out- 
side agencies for aid. In many instan- 
ces the school nurse is her first source 
of help, for it is the school nurse who 
has the knowledge and responsibility for 
helping to determine physical causes of 
reading deficiency. 

What factors should be checked as 
possible contributing causes? The sug- 
gested order of factors as given below 
is in no sense an arbitrary one. The 
procedure should be determined by the 
needs of the individual case and the 
community resources available. 


1. Intellectual ability 

In most schools children are expected 
to learn to read in the first grade. The 
children do have, generally speaking, a 
chronological age of six years, but it 
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does not follow that all of them have a 
mental age of six years. Some have a 
mental age above six years, and others 
below six years. It is generally agreed 
that a child should have a mental age of 
six years and six months before he can 
be expected to learn to read. 

A retarded child may or may not be 
a reading deficiency case. <A child or 
an adult has a reading deficiency only 
if and when he is not reading in keep- 
ing with his intellectual ability. So if 
a child is six, seven, or eight and has a 
mental age of four, five, or just six he 
presents a different problem from the 
child who is six, seven, or more and has 
a mental age which indicates that he 
has the ability to learn to read. 

Intellectual ability should be deter- 
mined by a competent psychologist, so 
that an analysis of the results may be 


obtained. Helpful as the I.Q. or M.A. 
may be, neither one tells the whole 
story. A psychologist may find some 


help in the analysis of the test as to 
basal age, range, tests passed and failed, 
quality of response, and the like. (For 
an analysis of this sort an individual 
test such as the Stanford-Binet is desir- 
able.) 

A complete study of a child’s intel- 
lectual ability will also involve an ap- 
preciation of his intellectual maturity 
and his intellectual background. What 
enriching experiences has he had? What 
are his work habits? How does he ex- 
press himself? What do his vocabu- 
lary and sentence construction reveal? 
What are his play habits? In what is 
he interested ? 

2. School history 


Did the child enter the first grade at 
five years of age? If so, was he ex- 
pected to learn to read? The implica- 
tion here is that he failed to learn to 
read because of intellectual immaturity. 
Although he may be ten or eleven years 
of age at the time of the study, his con- 
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tinued experience of failure in the early 
years may have led him to believe that 
he never could learn to read. 

Did he attend several different 
schools when he was in the first and 
second grades? If so, it is quite possi- 
ble—and in fact probable—that each 
teacher used a different technique of 
teaching reading which may have con- 
fused him. 

Has his school attendance been regu- 
lar or irregular? 

Did, or does, the first and second- 
grade teacher expect every child to learn 
to read by the same method, or does she 
resort to various and sundry devices and 
techniques ? 

Was, or is, beginning reading based 
on the child’s experiences? All too 
often children are expected to learn to 
read from books or charts the subject 
matter of which is entirely foreign to 
the child. A city child may be expected 
to read about the country before he has 
had sufficient experience to know what 
the words mean; a rural child may be 
expected to read about firemen, without 
having any definite knowledge about 
firemen. Children wiil tend to make 
more rapid progress in reading if they 
know the meanings of the words they 
are reading. 


3. Home conditions 

The home makes a very definite con- 
tribution in one way or another to the 
reading situation. A few of the outstand- 
ing factors which are mentioned fre- 
quently as making a positive contribu- 
tion to reading deficiency are: 

The family has no cultural back- 
ground. The parents are not interested 
in reading. The child who enters school 
from such an environment may have no 
“set” for reading. He may feel no im- 
mediate need for learning to read. He 
may be of average intellectual ability 
or above, but in such a case the teachers 
will probably gain time for everybody 
concerned if they first sell him the idea 
of “learning to read.” 

Some parents are overzealous, and 
may have tried to teach the child to 
read at home before he was sufficiently 
mature physically, emotionally, and in- 
tellectually. In such a case, the child 


/TH NURSING 


Vol. 29 


wil! have been forced into a failing situ- 
ation. He will thus bring to the school 
situation an unhealthy attitude toward 
reading which will have to be changed 
before much progress can be expected. 
There are some parents who persist 
in doing everything for their children. 
They keep their children dependent on 
them for one reason or another. Such 
parents may be inclined to read too 
much to their children. Why should 
the child bother himself with learning to 
read if the parents satisfy his needs in 
this connection? Children coming from 
such homes often enter school with no 
work habits formed. They don’t con- 
centrate. They excel in “running away” 
and “getting out” of situations and con- 
ditions they don’t like. They don’t 
know how to apply themselves. These 


cases present individual problems and 
have to be treated on an_ individual 
basis. 


In connection with the question of 
home conditions, it should be empha- 
sized that the school nurse who is sen- 
sitive to all the various aspects of the 
child’s home environment and relation- 
ships, can be of inestimable value in 
interpreting the home situation to the 
school. 

4. Emotional factors 

Several emotional factors which may 
be inhibiting progress have been re- 
ferred to above. An adequate discus- 
sion of these factors is beyond the scope 
of this article. Children do worry and 
have fears. These worries and fears 
may or may not be related to the school 
situation; usually they are not. 

Very few teachers, nurses, or even 
psychologists have sufficient back- 
ground, training, and skill to treat ex- 
treme cases of emotional maladjustment. 
Nevertheless, all people who are work- 
ing with children should be expected to 
be tolerant, sensitive and sympathetic 
toward the child with problems of any 
kind. Further than this, they should be 
sufficiently alert to these problems to 
know when to seek aid and assistance 
from specialists in their own or related 
fields. To be specific, the school nurse 
must appreciate that a child who is un- 
happy for any one of the number of 





o> Ee 


pact I nt GS 


RARE 


em) 





ee 


fet Seana 


anetion 


DY 





Jan., 1937 


reasons may have as much difficulty 
learning to read as a child with defec- 
tive vision. Such a child should be re- 
ferred to a competent psychologist or 
psychiatrist just as quickly as the child 
with defective vision should be referred 
to a competent ophthalmologist. 


5. Physical factors 

It is in the realm of “contributing 
physical factors’* that the nurse can be 
expected to be of greatest service in the 
prevention and treatment of reading de- 
ficiency. It is here that the nurse who 
appreciates the interrelationships of the 
emotional, educational, intellectual and 
physical factors which are besetting the 
child, teacher, and parents can be of in- 
estimable value. Such a nurse may be 
the only one who has the vocabulary to 
talk with the child, the parent, the 
teacher, the school administrator on one 
hand, and the pediatrician, oculist, or 
otologist—as the case may be—on the 
other hand. She is a skilled ‘“go-be- 
tween,” a very essential feature of every 
school system. 

Many studies and theories have been 
reported from time to time and especi- 
ally in the last ten or fifteen years, as 
different individuals have tried to ex- 
plain why we have reading deficiency 
and what we should do about it. 

Eye movements were the subject of 
study as early as 1885. Judd', Bus- 
well’, and others have made definite 
contributions to this study, and their 
studies indicate that a good reader has 
three, and not more than four, fixations 
per line. This holds true for children 
as well as adults. We also know that 
the eye does not see words when in mo- 
tion, only when it is fixated. A poor 
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reader has more fixations and _ regres- 
sions than a good reader. 

Since that time numerous studies 
have been made and various concepts 
introduced to explain reading deficien- 
cies. These include the theory of 
handedness and eyedness advocated by 
Dr. Orton*: *, and the concept of mus- 
cular imbalance and eye fatigue as a 
cause of reading disabilities, studied by 
Dr. Walter F. Dearborn® and his stu- 
dents’ in the psycho-educational labora- 
tory at Harvard University. The recent 
studies of Dr. E. A. Betts’ add support- 
ing evidence to the theory that a large 
percentage of children are failing to 
learn to read because of the physical 
immaturity of the eye. 

The studies to date indicate that al- 
most any one factor or combination of 
factors may be the cause of reading de- 
ficiency. The individual dealing with 
reading deficiency must consider every- 
thing that has influenced or is influenc- 
ing the child, including the home, the 
school, the community, and the child’s 
own development physically, socially, 
emotionally, and intellectually. 

Some obvious suggestions to the 
school nurse are: (1) to develop a sym- 
pathetic and understanding attitude to- 
ward all factors which may be involved 
in reading deficiency; (2) to familiar- 
ize herself in a general way with the ad- 
ministrative and educational aspects of 
the reading situation in her own school 
system; (3) to become a specialist, as it 
were, in the study of physical factors* 
and their relation to reading deficiency. 


*Eprror’s Nore For a further discussion 
on this subject see ““Some Pliysical Aspects of 
Vision in a School Program for Eye Health,” 
by Francia Baird Crocker, on page 56. 
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Study Program 


For Board and Committee Members 


HE twenty-fifth birthday of the National Organization for Public Health 
Nursing in 1937 seems a particularly fitting time for all board members to 
study the activities and accomplishments of this organization, which exists for 
the purpose of assisting local agencies, board members, and public health nurses to 


do a more effective job. 


The following study outline contains suggestions for ways 


in which the National Organization (known as the N.O.P.H.N.) can assist you in 
your work. After your education committee has studied this material, it would be 
interesting to analyze a day’s work of your agency and also to analyze a board 
meeting to see how often material prepared by the N.O.P.H.N. is being used. Write 
in for the pamphlets referred to in this outline to assist you in planning or con- 


ducting your work. 


THE NATIONAL ORGANIZATION FOR PUBLIC 
HEALTH NURSING 


The National Organization for Pub- 
lic Health Nursing was organized at the 
Fifteenth Annual Convention of the 
American Nurses’ Association in Chi- 
cago, on June 7, 1912, in response to 
the need for a national organization to 
develop standards, to outline qualifica- 
tions for public health nurses, to assist 
local organizations in analyzing their 
problems and to act as a clearing house 
for information concerning public health 
nursing. In the words of an editorial in 
the Visiting Nurse Quarterly for July 
1912, ““Codperation through wise organ- 
ization practically endows the weakest 
member of an organization with the 
strength of the strongest without dimin- 
ishing the strength of the latter. What- 
ever has been found to be of practical 
value to visiting nurse units by the old- 
est and most active association in this 
country will become an asset in the 
common treasury of a national organ- 
ization.” 

Immediately the Visiting Nurse 
Quarterly—which had been started in 
1909 by the Cleveland Visiting Nurse 
Association as a quarterly report and 
had developed into a vehicle for the 
distribution of the best thinking of the 
day on matters pertaining to public 
health nursing—was donated to the Na- 
tional Organization for Public Health 


Nursing. Later it became The Public 
Health Nurse and is now Pustic 


32 


HEALTH NurRSING with a total circula- 
tion of 6755 (October 1936). 

Public health nursing in the United 
States began in 1877 with a nursing 
service under the auspices of the Wom- 
en’s Branch of the New York City Mis- 
sion. By 1912 there were 899 associa- 
tions employing 2442 nurses. It is esti- 
mated that today the number of nurses 
has increased to 20,000. 


Functions 


The purpose of the National Organ- 
ization for Public Health Nursing is to 
foster and develop public health nursing 
throughout the country; to develop 
standards in qualifications of workers 
and in practices and policies in public 
health nursing. To this end the organ- 
ization serves in an advisory capacity 
to public health nurses, board and com- 
mittee members and all others interested 
in public health nursing; assists in se- 
curing adequate opportunities for edu- 
cation and preparation for public health 
nurses; and assists in the placement of 
qualified workers. The N.O.P.H.N. 
cooperates with federal, state, and local 
social and health agencies to promote 
the better codrdination of public health 
nursing with all social and health pro- 
grams. 

Advisory service is offered through 
correspondence, field and office visits, 
field studies, special statistical studies, 
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institutes, round tables, and other meet- 
ings such as the Biennial Convention, 
and through publications. 


Publications 


Following are some of the important 
publications of the N.O.P.H.N.: 


Pusitic Hearth Nurstnc—Official publication 
of the N.O.P.H.N. $3.00 a year. 

List—ENING In—Three issues yearly. Free to 
members. <A bulletin of information re- 
garding activities of the N.O.P.H.N. 

Survey or Pusric HeattH Nurstinc—This 
report presents the findings of the survey of 
fifty-seven public health nursing agencies, 
with recommendations for improving the 
quality of public health nursing. The Com 
monwealth Fund, 41 East 57th Street, New 
York, N. Y. 1934. $2.00. 

MaANnvuaL or Pusriic HeattH Nursinc—A 
guide to nursing care, technical procedure, 
and content of program. Revised 1932. $1.50 

rue Boarp Members’ Manuat—A guide for 
laymen in questions of organization, admin 
istration, and the education of board and 
committee members. Out of print. Re 
vised edition will be available in 1937. 

PRINCIPLES AND Practices IN Pusiic HEALTH 
Nursinc Inctupinc Cost ANALysis—Pre- 
pared for the guidance of executives, super- 
visors, and board members, that they may 
compute the cost of a nursing visit and 
maintain a standard of service consistent 
with the best public health and medical 
practice. 1932. $1.75. 

Pusitic HEALTH NuRSING IN INDUSTRY—A text- 
book regarding public health nursing in 
industry. 1933. $1.75. 


Note: The last four publications listed above 


ire published by the Macmillan Company, 
New York, N. ¥ 


Administration 

The organization is administered by a 
board of twenty-one members, with a 
president, first and second vice-presi- 
dents, secretary, and treasurer. The 
president, and the first and second vice- 
presidents are elected for a two-year 
period by the membership. The secre- 
tary, although elected by the member- 
ship, is usually the general director of 
the organization. The treasurer is ap- 
pointed by the board. The present staff 
of the organization consists of nine 
executives and seventeen clerks. This 
includes a general director and associate, 
a business manager, a statistician, and 
the editor of Pustic HEALTH NuRSING. 

Equal representation of laymen and 
public health nurses on the Board of 
Directors reflects the partnership of lay- 
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men and public health nurses which the 
N.O.P.H.N. considers an essential in the 
successful development of public health 
nursing. (The term ‘laymen’ when 
used in this connection is understood to 
mean individuals other than public 
health nurses.) 

The standard-making functions of the 
organization are accomplished through 
committees composed of both laymen 
and nurses. Thus the Records Com- 
mittee has prepared a set of record 
forms and developed statistical pro- 
cedures which enable organizations to 
study the adequacy of their services in 
relation to community needs. 

The development of relationships with 
other national health, educational and 
welfare agencies is an important factor 
in the promotion of public health nurs- 
ing, a factor which contributes also to 
the fostering of standard practices. This 
activity may be illustrated by the work 
of the School Nursing Committee which 
secures representation for school nursing 
on national health and educational or- 
ganizations, and codperates with the 
committees of these organizations in the 
development of standards in 
nursing. 

Another example of standard making 
is represented in the work of the 
N.O.P.H.N. Education Committee 
which outlines the requirements for and 
publishes an approved list of courses in 
public health nursing; and which has 
outlined and published the “Minimum 
Qualifications for Those Appointed to 
Positions in Public Health Nursing.’’* 


school 


Support 

The National Organization for Public 
Health Nursing is a membership agency 
composed of individual and agency mem- 
bers. Individual members include all 
those interested in public health nursing 

nurses, board and committee members, 
officials in public health and education, 
physicians and other public-spirited 
citizens. 

Agency membership is open to any 
agency employing public health nurses. 
Associate agency membership is open to 
agencies interested in but not adminis- 
tratively engaged in public health nurs- 
ing. In addition to income derived from 
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membership dues the N.O.P.H.N. re- 
ceives support from contributions, reim- 
bursements for field service, and the sale 
of publications. 


Summary of services 

In outlining some of the ways in which 
the National Organization for Public 
Health Nursing can serve your organiza- 
tion, several problems are listed together 
with the material and services offered by 
the Organization, which bear specifically 
on these matters. This list is, of course, 
only suggestive; any agency can add to 
the problems listed, and by studying 
The Publications List,* the yearly maga- 
zine index (published in the December 
issue of PuBLic HEALTH NuRSING), and 
Serving You Nationally,* can work out 
the appropriate material or service 
available. 


HOW N.O.P.H.N. CAN HELP YOU 


Vou want to know whether your pub- 
lic health nursing agency is organized 
and administered on the soundest possi- 
ble basis to serve your community. 


Compare your constitution and by- 
laws, your practices and policies with 
those suggested in the Board Members’ 
Manual (now under revision). Select 
reprints listed under the heading of 
Board and Committee Members in The 
Publications List;* also ‘Functions in 
Public Health Nursing,”’* which outlines 
in detail the duties of the nurse in each 
service. 

You will probably also wish to study 
your source of income, the size of your 
staff and other questions related to ex- 
penditures. For comparison with other 
agencies see the yearly review; the last 
one appeared in the October 1935 issue 
of Pustic HEALTH NuRSING under the 
title “Our Annual Inventory.” A salary 
study is also published annually (Pus- 
Lic HEALTH NurRSING, April 1936) 
which will help you to determine the 
usual salary for various positions in dif- 
ferent parts of the country. 


You wish to know whether there are 
gaps or overlapping in the public health 
nursing service in your community. 


Use the Outline for Studying Public 
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Health Nursing* to study your com- 
munity, listing the agencies and the ser- 
vices each performs. From The Publi- 
cations List select the reprints: ‘How 
to Appraise Public Health Nursing,” 
and ‘How Can Public Health Nursing 
Services Be Combined.” After com- 
pleting your study of your own organ- 
ization, you may wish to plan a field 
survey by a member of the N.O.P.H.N. 
staff. The charge for such service 
is usually $30 a day,* but corporate 
agencies are entitled to a_ credit 
of 25 per cent of their total dues, which 
may be applied to any field service; and 
the N.O.P.H.N. fees are adjustable, so 
that no agency should be denied service 
by its inability to pay.** 


You have been asked to offer afhlia- 
tion to nursing students. 


First of all, it should be emphasized 
that the purpose of student affiliation is 
the education of the student. The Edu- 
cation Committee of the N.O.P.H.N. 
recommends that no public health nurs- 
ing agency offer student affiliation unless 
it is willing to accept an educational 
responsibility for the student. To this 
end qualifications both as to ratio of 
students to staff nurses and supervisors 
and qualifications of staff and super- 
visors have been set up, and certain 
minimum requirements outlined — in 
“Recommendations on Staff Education 
Including Student Affiliation.”’* Staff 
education. programs appear in PusBLIc 
HEALTH NurRSING and are available in 
reprint form. Bibliographies to assist 
the director in planning a library for 
both students and staff can also be se- 
cured.* The services of the National 
Health Library are available to mem- 
bers, both agency and individual, and 
books may be borrowed for the cost of 
transportation. 


You want to know where to turn for 
qualified workers. 


Write Joint Vocational Service de- 
scribing the position to be filled, stating 
qualifications expected (see “Minimum 
Qualifications for Those Appointed to 
Positions in Public Health Nursing’’), 
and stating also the salary offered. (To 
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compare your salaries with those offered 
by other agencies see yearly salary 
studies, the last of which appeared in 
Pusptic HeALtH NuRSING, May 1936. 


Vou are considering affiliation with a 
Community Chest and wish to know the 
advantages and disadvantages of such a 
step, and what changes in your present 
procedures will be necessary especially 
in relation to publicity and budget plan- 
ning. 


The following references from PuBLIC 
HEALTH NURSING may help to provide 
some background: 


Report of the Committee on Community 
Chest Standards, February 1930, p. 98. 

Program Planning in Relation to Budgets, 
October 1934, we. Sez. 

When You Present Your Budget to the 

*Available free of charge from the National 
50th Street, New York, N. Y. 





PROGRAM 35 


Chest, by Brins 


1936, p. 322. 


Community Josephine S 


made, May 


If you wish further advice the 
N.O.P.H.LN. will be glad to give it either 
by correspondence or office interview. 
Such advice is given in codperation with 
the Association of Community Chests 
and Councils, Inc., and is based on ma- 
terial in the files of both national agen- 
cies. The Community Chests and 
Councils recommends that all agencies 
participating in Community Chests 
maintain a year-around publicity pro- 
gram to interpret their service to the 
community. In addition to frequent 
articles in PusLic HEALTH NURSING on 
publicity, the N.O.P.H.N. has a set of 
loan folders with samples of publicity 
and suggestions for the preparation of 
publicity material. 


Organization for Public Health Nursing, 50 W 


Tr > a . ° ‘ . . »] 
**The $30 covers office time and clerical assistance necessary to write up the report as well 
as actual field time. When a special trip to a distant point is required, travel expense Is neces- 


sarily added to this amount 


GUIDE POST FOR 


The fourth in the series of study out- 
lines for board members is to be found 
just above, starting on page 32. 

The early days of public health nurs- 
ing in the United States and some of 
its early problems are vividly depicted 
in an article reprinted from a 1912 Vis- 
iting Nurse Quarterly. Page 23. 

An effective exhibit used by one 
agency to interpret its public health 
nursing service to the community is pic- 
tured and described on page 53. 

Some of the possible causes of read- 
ing disability in children are analyzed on 
page 29. : 


BOARD MEMBERS 


The responsibilities and qualifications 
of a nurse in industry are discussed in a 
lively panel discussion which occurred 
at the 1936 National Safety Congress. 
Page 36. 

Emotional experiences often accom- 
panying pregnancy and presenting spe- 
cial problems which should be _ recog- 
nized by the nurse are discussed in the 
second article of a series on maternity 
and mental hygiene. Page 16. 

Some questions which an agency may 
ask itself in order to study its own ac- 
complishments and needs are outlined in 
a New Year's editorial on page 1. 





Industrial Nursing Pays 


A Panel Discussion’ 


s¢sPNDUSTRIAL nursing pays divi- 
dends to everyone in the organiza- 
tion from the employer to the last 

man!”’ A panel discussion at the indus- 

trial nursing session of the 25th Nation- 
al Safety Congress in Atlantic City, 

New Jersey, was opened with this chal- 

lenge by Hortense Gruber, chairman of 

the N.O.P.H.N. Industrial Nursing 

Section. 

Miss Gruber said that the topic, “In- 
dustrial Nursing Pays,” was chosen in 
the belief that it would interest not only 
nurses but also the other members of 
industrial organizations who are partic- 
ularly concerned with the health of em- 
ployees. That the subject is of general 
interest was evidenced by the fact that 
near'y one third of the eighty-five or 
more people who attended were indus- 
trial physicians, safety engineers, per- 
sonnel directors or employers. Doubt- 


less, the names of well known people 
appearing on the program as contribu- 
tors to the panel also formed a reason 


for attendance. Industrial nurses were 
particularly pleased that Dr. C. H. 
Watson, President of the National 
Safety Council, chose to attend this par- 
ticular session among the many group 
meetings held during the morning. 

Julia Weder, industrial nurse with 
the Giant Portland Cement Company 
in Egypt, Pennsylvania, acted as chair- 
man of the panel and introduced the 
other members of the audience. The 
members of the panel represented the 
various groups in industry, particularly 
concerned with health and safety. 


PANEL PARTICIPANTS 
Discussion Leader: Julia Weder, R.N., Giant 
Pertland Cement Co., Egpyt, Pennsyl- 
vania. 
Industrial Physician: Dr. Loyal A. Shoudy, 
Chief Surgeon, Bethlehem Steel Co., 
Bethlehem, Pennsylvania. 


Industrial Executive: Charles H. Edgar, Otis 
Elevator Company, Yonkers, New York. 

Personnel Director: Cyrus S$ 
of Industrial and Public 
Rubber Products, Inc., 
Listed on program 
present.) 

Insurance Executive David S 
President 
Mutual 
chusetts 

Industrial Employee: Charles Zeitler, 
trial Service Department, Oxweld 
lene Co., Newark, New Jerseys 

Industiial Nurse Marion Dowling. R.N., 
Lowe Paper Co., Ridgefield, New Jersey 


Ching, Director 
Relations, | S 
York, N. ¥ 


but unable to be 


New 


( Jever, Vice 
and Chief Engineer, Liberty 
Insurance Co., Boston, Massa 


Indus 
Acety 


Miss Weder stated that the value of 
nursing in industry depends upon two 
factors: first, an understanding on the 
part of management as to what may be 
expected from the industrial nurse, and 
second, the employment of well quali- 
fied nurses. 

She asked each panel member to 
speak briefly concerning these factors 
from the point of view of his particular 
place in industry. 

Miss Weder introduced Dr. Loyal 
Shoudy as the first speaker because 
“when in trouble, we nurses always 
call the doctor first.” 

Dr. Shoudy: Concerning industrial 
nursing as viewed from the doctor’s 
standpoint, let us touch a few of the 
high lights. Let us take for granted first 
that any nurse who wants to do indus- 
trial work must be a graduate of a 
“class A” nursing school and have a 
desire to do this work. Let us take for 
granted also her outstanding interest in 
her fellow men, and her willingness to 
work among all classes of people and to 
do a good job. She must join the doc- 
tor in the department that I like to call 
the department of human engineering. 

If she is connected with a plant where 
there is a full time medical man, the 


*A digest of the panel discussion at the industrial nursing session held in cooperation with 
the National Organization for Public Health Nursing at the National Safety Congress, Atlantic 


City, New Jersey, October 7, 1936. 


densed into form for publication by 
Organization for Public Health Nursing. 


The quotations from the panel are made possible through 
the generosity of the National Safety Council in providing a stenotypist. 


The panel was con- 


Ruth Houlton, R.N., Associate Director of the National 
See also an editorial by Miss Houlton on page 3. 


The 


panel is published simultaneously in the Transactions of the National Safety Council. 
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nurse must be able to carry on in the 
way he plans the work. If she is in a 
smaller plant where she is the “kingpin” 
in the medical department and the doc- 
tor comes only occasionally, her respon- 
sibility is greater. Remember I said she 
must have the proper training to begin 
with. After that, ability to show kind- 
ness and consideration for everyone who 
has been injured, everyone who is sick, 
ability to handle them properly, to build 
up good will between herself and the 
personnel of the plant or shop—well, I 
just can't tell you what I think that is 
worth. 

Now another thing we want to see in 
a nurse who is handling a job mainly 
by herself, is executive ability. One of 
the hard things to find, not only in 
nurses but also in doctors and everyone 
else, is ability to fit oneself in. As the 
head of a department, she should be 
able to fit in with the other depart- 
ments. Sometimes in a small plant she 
must do two or three jobs, help the 
superintendent and the supervisors, be 
part of the employment management, 
and do part of what in the large plant 
is the physician’s job. She must have 
executive ability to fit in with these 
other parts of the plant. 

Another thing that nurses still have 
to do in many plants is to sell their 
services to those in charge and at the 
same time not to oversell them. You 
will ask me, “Where is one to find the 
nurse with all these qualifications?” I 
don’t know. Too many times the nurse 
is chosen because she happens to have 
been the nurse for the family of the 
employer or she happens to be the nurse 
who took care of the employer himself 
when he was in the hospital last fall. 
She is selected purely because she is a 
ood special duty or a good hospital 
nurse. However, all good hospital 
nurses do not make good industrial 
nurses and all nurses who can serve well 
in the sick room at home, cannot go 
into industry and make good industrial 
nurses. An industrial viewpoint is nec- 
essary, and how can it be secured? 

You who have been pioneers in the 
job have been fortunate enough to pick 
it up and have it drilled into you. Prob- 
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lems have hit you and you took a look 
and did what seemed necessary. 

We talk in this panel of industrial 
nurses needing courses in public health 
nursing. There are courses in social 
work but every good public health nurse 


is not necessarily a good industrial 
nurse. I can not assume that because 
a nurse has made a success of social 


work she is going to be a good indus- 
trial nurse. Sometimes this means she 
has the habit of prying into things that 
are none of her business. 
here and _ let 
(Laughter). 
Chairman Weeder: 
a challenge. 


I will stop 
somebody else _ talk. 
I am sure that is 
Remember that. When we 
throw this open for discussion, I am 
sure that you are going to find fault 


with it! (Laughter). We are now go- 
ing to hear the industrial executive’s 


viewpoint from Mr. C. H. Edgar. 

Mr. Edgar: In my opinion it is need- 
less to state that an industrial nurse 
should be a registered nurse, thoroughly 
experienced in the profession, with good 
personality and selected with the aid of 
the industrial physician (whether full 
time or part time). In addition to this, 
I feel that the same searching analysis 
and care should be followed in engag- 
ing an industrial nurse as would be 
given to employing any other employee 
in a highly responsible technical or pro- 
fessional field, whether the individual 
is to be trained as an ultimate subexecu- 
tive or used for the immediate assign- 
ment only. 

The industry that feels the need for 
developing industrial nursing is the one 
which appreciates the waste caused by 
human inefficiencies and wants this 
waste reduced to a minimum. The em- 
ployer, however, cannot be expected to 
know the complete application of medi- 
cal and nursing knowledge. The em- 
ployer does know that he is creating 
another division and thus adding to the 
combination of departments already 
established. He knows that its scope 
and development must be handled on an 
economical and _ business basis. Its 


growth and justification will depend 
upon the service it can render beyond 
that of a mere first aid station. 
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Management will demand that this 
division be equipped and started prop- 
erly. It will approve and authorize its 
policies, but it will not interfere with 
minute details or attempt to govern its 
operations. This means that the em- 
ployer must seek an applicant well 
equipped with a diversified and exten- 
sive nursing experience. In addition to 
cooperation with the physician — in 
charge, the employer will look to the 
nurse for the same constructive 
gestions, constant progress and improve- 
ment as is expected from any other de- 
partment head. 

An industrial nurse should not be 
employed with the thought that she is 
merely an assistant to the industrial 
physician, but instead that she should 
be a wide-awake, alert subexecutive 
working in full cooperation with the 
organization as a whole. Her interests 
are those of management as they reach 
into the fields of employment, safety, 
health and welfare. Her interests and 
relationships likewise should extend be- 
yond the plant, and reach into social, 
health and welfare organizations of the 
community. The importance of an in- 
dustrial nurse cannot be overempha- 
sized. She has a twofold task, and must 
represent both the viewpoint of the em- 
ployer and the interest of the employee. 

A successful industrial nurse is not 
one who confines her work to nursing 
only. She must stand out as a leader 
in accident and illness prevention. She 
should be prepared to aid and advise 
wherever health and family welfare are 
involved. The extent of her services 
may vary in different types and sizes 
of business or industry. But whatever 
the conditions are, she has closer per- 
sonal contact with a greater number of 
individuals within the organization than 
any other worker. Her task, therefore, 
requires not only education but initia- 
tive in developing and expanding under- 
takings for a healthier and safer place 
to work, and a healthier and happier 
group of employees. 

Chairman Weder: 
Edgar. We are going on now with our 
program. Mr. Beyer is the Vice-Presi- 
dent and Chief Engineer of the Liberty 


sug- 


Thank you, Mr. 
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Mutual Insurance Company of Boston. 
He will talk to us from the point of view 
of the insurance company. 

Mr. Beyer: This morning I was talk- 
ing with a nurse who has spent consid- 
erable time in selling the idea of indus- 
trial nursing by visiting different plants 
and talking with the executives. She 
said she knew all the reasons why in- 
dustrial nurses should be employed and 
1 told her that this reminded me of a 
story. 

There were a couple of men arguing 
and having a very heated discussion. | 
finally heard one say to the other, 
“Well, there is only one side to this 
question.” And then he added as an 
afterthought, “Anyway, if there is an- 
other side, I don’t want to hear it.” 
That is about the way I feel about in- 
dustrial nursing. I always felt that there 
could be only one side to the question 
whether or not it is desirable and 
pays dividends. I might cite two or 
three reasons for that belief. 

When we established the first sched- 
ule rating system about twenty-five 
years ago, we put in an item of five per 
cent direct reduction in all compensa- 
tion insurance premiums where there 
was adequate nursing service in plant 
hospitals. That is one way in which 
industrial nursing has been recognized 
for many years by engineers as paying 
a very direct dividend. With the sched- 
ule rating service, the benefit is still 
there for the employer who is broad- 
minded and intelligent enough to use 
the nurse in the plant hospital. 

From an insurance standpoint indus- 
trial nursing certainly pays by cutting 
down lost time. This is true even with 
such minor illnesses as colds. There 
are many minor treatments which if 
given at a plant hospital will reduce lost 
time. This will mean continuity, in- 
creased production and saving by pre- 
venting minor injuries from developing 
into major ones. One of the first fa- 
talities our company had to deal with 
was that of a janitor who when taking 
an ash can out one morning cut or 
bruised his ankle. He received no at- 
tention and died of blood poisoning. 
Every time we see one of these injuries 
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neglected we realize what might have 
been done by proper treatment on the 
part of a nurse in the beginning. 

From the standpoint of the safety 
engineer | believe the greatest help we 
can get is through the constructive as- 
sistance of a nurse. Accident frequency 
is a symptom to the engineer just as the 
temperature of a patient is a symptom 
to the doctor. The nurse who follows 
up an accident can often find the 
causes and give the engineers the sig- 
nificant little details. I could tell you 
of many interesting cases that have 
come under my personal observation 
where nurses have given the safety 
engineer the greatest assistance in solv- 
ing problems. 

There is one more point I want to 
make. I have a list here of about a 
hundred concerns that have had any- 
where from two hundred thousand to 
eight million man-hours without a lost 
time accident. The record of eight 
million man-hours without an accident 
was made by a large New England con- 
cern that has a foundry. This would be 
equivalent to a hundred-man plant go- 
ing for forty years without a lost time 
accident. 

After I looked over the list and had 
given some thought to this matter, I 
noticed that the majority of the larger 
plants with low accident rates have in- 
dustrial nurses. 

Chairman Weder: Mr. Charles Zeit- 
ler will present to us the point of view 
of the industrial employee. 

Mr. Zeitler: The three previous 
speakers have covered the question 
quite thoroughly from top to bottom. 
There are just two or three words to 
say, and they are that a good industrial 
nursing job does pay dividends both to 
the employer and to the employee. It 
seems to me that the industrial nurse 
plays a very important part through the 
motherly advice which she often gives 
to the employee. It creates a feeling of 
good fellowship between the employee 
and the employer. We feel that she is 
a necessity in industry. 

Chairman Weder: Last. but not 
least, we will hear from the industrial 
nurse herself. Miss Marion Dowling of 
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the Lowe Paper Company, Ridgefield, 
New Jersey, and the secretary of the 
Industrial Nurses’ Club of New Jersey, 
will speak for the industrial nurse. 

Miss Dowling: Industrial nursing 
does pay dividends to the nurse, the 
employer and the employee. The chief 
concern of industry is production and 
production proceeds most smoothly and 
efficiently when the workers are happy 
and well. Nurses who have the proper 
training and temperament and are will- 
ing to work to bring about these par- 
ticular conditions in an industry are in- 
valuable. To illustrate, I might tell you 
this incident: Not long ago one of our 
men had his only son in the hospital to 
have his tonsils out. To doctors and 
nurses that doesn’t sound very bad but 
to a lay person it is very serious. The 
father was doing a particular piece of 
work that day and underneath he was 
bothered about his child in the hospital. 
I went to the hospital to see the boy and 
when I came back I could report, “I 
have seen Junior. He is out of ether, 
his pulse is good and the nurses say that 
he is a good boy.” 

He said, “Whew! What that means 
to me, you will never know!”’ He then 
went on about the job which he had to 
do and did it in fine style, having been 
relieved about his youngster. 


MEETING OPENED FOR DISCUSSION 


After each of the members of the 
panel had spoken, the meeting was 
thrown open to the entire group for dis- 
cussion which centered chiefly about 
twe subjects: 

1. Desirable qualifications and prepa- 

ration for nurses in industry. 

2. Standing orders. 


Space does not permit inclusion of all 
this discussion. Preparation of the in- 
dustrial nurse through a public health 
nursing course was championed by Miss 
Dowling. She said, ‘Whether the 
people we care for are fifty or fifty 
thousand, they are still a part of the 
‘public’. I think that a public health 
background is very important to the 
nurse in industry. Public health nurses 
are prepared to teach and I think that 
they know when to mind their own busi- 








40 PUBLIC HEALTH NURSING 


ness. I am sure they know when a mat- 
ter is the public’s business.” 

Dr. Shoudy replied that a_ public 
health nursing course “certainly should 
not handicap” the industrial nurse. 
“The more she has to give out, the bet- 
ter. I merely said that to understand 
relationships and fit your program into 
the whole industrial set-up without 
overstepping is difficult.” Dr. Shoudy 
again stated his feeling that ability to 
get on with all sorts of people is essen- 
tial for the nurse in industry, more than 
for any other type of nurse. 

In the discussion of qualifications 
for industrial nurses several nurses 
called attention to the fact that many 
so-called nurses in industry are not 
graduate nurses. These attendants 
sometimes attempt to do things which 
no registered nurse would venture to 
undertake, and hence may be a menace 
to the health of employees. 


STANDING ORDERS 


Discussion concerning standing orders 
brought out the following points, con- 
tributed by Dr. Watson, Dr. W. J. Mc- 
Connell of the Metropolitan Life In- 
surance Company and others. 


1. Standing orders are necessary for 
the industrial nurse since medical 
supervision is not always immedi- 
ately available. 

2. Standing orders are useful when the 
physician is present as they save 
time in repeating routine instruc- 
tions. 

. The giving of medicine either by the 
physician or the nurse is becoming 
less common in industry. Instead, 
the employee is referred to his fam- 
ily physician. 

4. When standing orders do cover the 
giving of simple drugs, they must be 
so worded that the nurse gives the 
drug on the basis of certain symp- 
toms she observes. She must not be 
put in-the position of making diag- 
noses. 

5. Standing orders usually cover first 
aid treatment for burns, abrasions 
and other minor injuries. They 
include instruction as to the type of 
solutions to use under various con- 
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ditions. Often, too, they state cer- 
tain things which should not be done 
by the nurse. For example, some 
standing orders permit the nurse to 
use a soft cotton wad in attempting 
to remove foreign bodies from the 
eye but state that no other instru- 
ment should be used. 

.Carefully thought out, conservative 
and frequently revised standing or- 
ders protect the physician, the nurse 
and the patient. 

Dr. Shoudy completed the discussion 
concerning standing orders by pointing 
out that all work of the medical depart- 
ment in industry should be conducted in 
strict accordance with the laws of the 
state and also in accordance with the 
highest ethical standards. 


~ 
Y 


Miss Weder next called upon Mr. 
Graham Cole, Safety Director with the 
Metropolitan Life Insurance Company. 

Mr. Cole: (Quoted in part). This 
has been a most interesting discussion 
and I was particularly gratified to note 
the extreme interest that has been dis- 
played in the entire problem by the 
people who are on the program. In ad- 
dition, it is indicative of interest that 
Dr. Watson, President of the National 
Safety Council, which is responsible for 
this conference, is with us and has taken 
part in the discussion. I am sure that 
every sectional meeting on the board 
walk today would be very grateful to 
have Dr. Watson with them but he is 
here with us. 

I view industrial nursing from the 
safety engineer’s standpoint. I hap- 
pened to have received my baptism in 
safety work in the same company that 
Dr. Shoudy is connected with and | 
know the value of the rurse from that 
angle. When we consider qualifications 
of nurses I immediately think of the 
qualifications I would like to see in the 
nurse who would fit in effectively with 
what I want to accomplish, namely the 
prevention of accidents. 

You, the nurse, attend the injured 
employees under the doctor’s instruc- 
tions and standing orders, if you will. 
(I thought that “standing orders” ap- 
plied to the army, but I have learned 
something this morning). You receive 
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the employee, frequently after I, the 
safety engineer, have failed in prevent- 
ing him from getting into difficulty. 
You and the doctor are the people that 
I am then depending upon to keep that 
case from becoming serious and raising 
my severity rate. 

I am going to be just as frank as Dr. 
Shoudy was when he started this dis- 
cussion. I have met two types of nurses 
in industrial plants. One type of nurse 
has a job and is interested only in keep- 
ing it. She thinks her job is merely to 
carry out the orders of the doctor and 
to give proper treatment. Fortunately 
all nurses in industry are not of this 
type. 

I find the other type of nurse too. I 
will not attempt to classify her in tech- 
nical terms. She is a nurse who believes 
that she has an important part to play 
in the industrial organization, and she 
has not erred. Dr. Shoudy warned you 
against trying to put your nose into the 
other fellow’s business. However, you 
do not err when you try to point out 
unsafe plant conditions which have come 
to your attention. 

Instead, you will have found your 
niche in that organization and become 
an influencing factor in that company. 
I will say that when I have found this 
type of nurse, I have found an indus- 
trial plant more and more sold to the 
value of the nurse. I have found nurses 
who have become invaluable to the or- 
ganization. They have built themselves 
into their organizations. 

Twenty years ago in industrial work, 
a safety engineer was frequently looked 
upon as a necessary nuisance. ‘The 
industrial nurse does not wish to be so 
classified. It is necessary that she build 
herself into the organization. Her posi- 
‘ion is indispensable in industry, but the 
employer does not yet know that in 
every case. 

Dr. Shoudy: How is the nurse go- 

ug to help the safety engineer? 

Mr. Cole: The industrial safety engi- 
veers are interested in the prevention of 
cidents. To my mind, the industrial 
uurse is in a splendid position to assist 
and to advise them. 

Che nurse receives the employee at 
the time when he is most susceptible to 
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education for prevention of accidents. 
Maybe I have been talking to some man 
for months on safety. Perhaps he has 
said, “That’s fine, Cole, you have a lot 
of good suggestions, but I have never 
been hurt.” When this fellow has had 
an accident and comes to the dispen- 
sary, however, he listens. The most 
effective time is right after he has been 
injured and when he is seeking help. 
You are the “White Angel,” so to speak. 
Then you are in a position to help him 
and he is susceptible to education. You 
can talk to him about the cause of the 
accident and he will tell you things he 
won't tell two hours afterwards. You 
have a splendid opportunity to help the 
safety engineer by assisting him in find- 
ing out the dangerous situations in the 
plants which come to your attention 
through accidents. 

Dr. Shoudy: In order for a nurse 
to give you that information, is it not 
important that she should know her 
industry ? 

CORRELATION BETWEEN ACCIDENTS 

AND HEALTH 


Mr. Cole: Absolutely. There is one 
other phase of the problem that I am 
interested in as a safety engineer and 
with which I think the nurse can help. 
We feel there is a more or less definite 
correlation between the occurrence of an 
accident and the physical condition of 
the human being. Where should we go 
to get definite information? You people 
are in close daily touch with the em- 
ployees in your organization. I would 
like to see the industrial nurse give some 
attention to the relationship between 
accidents and the physical condition of 
human beings who are injured. 

The nurse meets employees coming in 
for treatment. If she will watch them 
she can see if there is a continued recur- 
rence of ill health. If the man is com- 
ing in every two or three days asking 
for aspirin tablets, that indicates some- 
thing may be wrong with his general 
condition. The nurse should watch 
those cases. If she finds there is an un- 
due proportion of such individuals who 
eventually come in to have a finger tied 
up, we want to know about that rela- 
tionship. 
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Now if I am to expect all that from 
you, what should I do to help you in 
carrying out these responsibilities? You 
can’t report on conditions in a plant if 
you have never seen them. You can’t 
tell me about things that I want to 
know unless you have some idea of what 
I want to know. You meet employees 
in the dispensary. Should I, as a plant 
engineer take you out into the plant? 
Should I provide an opportunity for 
you to see at first hand the situations 
under which the employees are meeting 
accidents? 

To what extent should I, as a safety 
engineer, assist you, the industrial 
nurse, in gaining the kind of informa- 
tion you want, and what is that infor- 
mation? Will someone give me an 
answer? 

Miss Dowling: 1 should like to say 
that the industrial nurse need not wait 
to be taken to the site of the accident 
but might go of her own accord to in- 
vestigate the matter. Of course, this 
will depend upon the size of the plant 
and whether a safety engineer is em- 
ployed. 

H. N. Welch (Bloomfield, New Jer- 
sey): I might offer a comment. I have 
the safety and personnel work in our 
company and the nurse is one of my 
very valuable co-workers. I find that it 
is quite frequently of importance to go 
with her, after a minor or more serious 
accident, to the scene of the accident 
and let her get the exact picture. She 
will be able then in subsequent acci- 
dents to know the conditions under 
which the employee works. I think 
that the safety management must co- 
operate with the nurse and give his 
knowledge of the plant conditions to her 
in the same manner that he expects her 
to keep him posted. 

Chairman Weder: May I ask, does 
your nurse function as a member of the 
safety committee? 

Mr. Welch: Indirectly. In some 
cases she has been a bona-fide member 
of the safety committee. 

Nevada M. Evans (Philadelphia, 
Pennsylvania): Miss Weder, should an 
industrial nurse attend safety meetings? 
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Chairman Weder: 
that, Mr. Cole? 

Mr. Cole: I think that is a difficult 
question to answer generally, as it de- 
pends on operation and the type of ac- 
tivities conducted. There are certain 
conditions where it would not be best 
and there are others where it would be 
highly desirable. 


Will you answer 


CONTRIBUTION OF NURSE 


Chairman Weder: Don’t you think 
the nurse offers a valuable contribution 
to the safety work just by her attitude 
when an injured man comes into the 
first aid room? I have seen nurses who, 
when a man comes in with a little cut, 
give little attention to it. But if a nurse 
is cordial and shows the man that she 
is concerned over the small things, it 
seems to me she makes a contribution to 
the safety work. 

Mr. Cole: That is most important in 
industry. There is one other thing 
I want to say; namely, that there is 
need for the nurse to have a proper re- 
lationship with the supervisory force. I 
can’t imagine a qualified nurse in an in- 
dustrial plant hesitating to go around 
the industrial plant. If she has devel- 
oped the right kind of relationship with 
the supervisory force and they are sold 
on her work, they will provide oppor- 
tunity and give her time. 

(A number of interesting contribu- 
tions from nurses as to things they are 
doing in their respective industrial 
plants are omitted here for lack of 
space). 

Chairman Weder: There are other 
things in addition to first aid that the 
nurse does. What «about the help the 
nurse gives in the home problems of 
employees? Many industrial nurses 
do go into the homes. Even if there 
weren't any safety department or 
medical department there would still 
be need for the nurses who have had 
public health training. When called 
into the family to give bedside nurs- 
ing or other help, they look into the 
medical and social problems of the 
family and help solve them. 

I am sorry that our time is so 
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limited. ‘There are many things that 
we could discuss here. However, | 
am going to ask Miss Joanna M. 
Johnson to make a summary of the 
discussion now. 

Miss Johnson (Employees Mutual 
Insurance Company, Chicago): It is 
certainly wonderful to have so many 
here who are taking an active interest 
in our group. I don't think that we 
have used our doctors and safety engi- 
neers enough. There is one point that 
we haven't touched on and one that I 
think we should mention; namely, the 
following up of the physical examina- 
tion. In large plants this is done by 
the doctor who gives full time to the 
work. That isn’t true in the smaller 
plants. 

Physical examinations, if properly 
followed up, will fit the man for the 
job. The doctors in industry don't 
take care of these cases; they can’t. But 
employees can be referred to the fam- 
ily doctor. There is no use for the 
man to know about his defects unless 
he does something about them. We, 
as nurses, can encourage these men to 
have their defects followed up. 

Some of you may have stenogra- 
phers to do your records but most of 
us do not. We are in small plants and 
we must do these things ourselves. If 
you make up a card file, defects can 
be easily kept track of. One of the 
nurses has tried a clever method at the 
Beloit Iron Works. She has a little 
red clip placed on the card for a heart 
case, perhaps a blue clip for bad teeth, 
a yellow clip for poor vision, and so 
forth. At that particular plant about 
ninety-five per cent of the poor vision 
cases have been corrected; dental work 
has been done on practically all cases 
having need of it. There are several 
diabetic patients who are under treat- 
ment also. To me this is one of the 
most important contributions that in- 
dustrial nurses can make and it cre- 
ates a demand also for the services of 
doctors in the communities. 

I think Dr. Shoudy brought out 
beautifully the importance of creating 
good will. If we aren’t interested in 
creating good will, if we aren’t anxious 
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to serve, then we aren’t true industrial 
nurses. 

Insurance rates were mentioned and 
since I am representing an insurance 
company, naturally I am interested in 
rates. All of us should be. If the in- 
surance companies would continue to 
make it a practice to give a decrease 
in insurance rates because of nursing 
service, I think it would help to get 
a great many more nurses in industry. 

Mr. Beyer: 1 have always hoped 
that. 

Miss Johnsor: 1 don’t think that 
five per cent is enough. I think it 
should be ten per cent. 

Standing orders are a fine thing. 
This has been a problem for most of 
us in industry. I think that we need 
standing orders. Just how they are 
to be arranged, must be worked out 
with the doctor and the nurse in each 
industry. The Wisconsin State Medi- 
cal Society has issued a pamphlet con- 
taining standing orders. The list is 
simple. It is brought to the individual 
plant physician and is left at the plant. 
This makes us feel that we are work- 
ing with the medical society and that 
they appreciate the power for good 
that we have. 

Then as to the duty of the nurse as 
an educator. This was brought out 
by the employer, and I think, by the 
employee. The influence that she has 
in safety work is vastly important. 
She sees the man at the time that he is 
most interested in the injury he has re- 
ceived. At that time she can help the 
safety man most by encouraging em- 
ployees to report promptly. 

There are a hundred other things 
that were not brought up that I think 
nurses are doing. The nurse going 
through the plant has a definite influ- 
ence in creating a better place for the 
men to work. She does that by mak- 
ing comments as to the plant house- 
keeping, good paint, and other things. 
The men will try to make the place 
look better when she comes again. I 
know one plant this spring that spent 
one thousand dollars on paint because 
we brought up the idea of good house- 
keeping in one of our meetings and 
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asked the 
rubbish. 
Our chief problem at the present 
time is, I believe, that of educating the 
employers as to what the industrial 
nurse can do. I know dozens of plants 
in which the employers should be con- 
vinced of the value of industrial nursing. 
Following the panel discussion, the 
industrial nurses held a_ luncheon 
meeting at which Hortense Gruber 


foreman to dispose of 
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acted as chairman and W. H. Cam- 
eron, Managing Director of the Na- 
tional Safety Council, was the chief 
speaker. Encouraged by Mr. Cam- 
eron, the group asked that a commit- 
tee be appointed to consider plans for 
developing a strong industrial nursing 
section to function as a part of both 
the National Safety Council and the 
National Organization for Public 
Health Nursing. 





ADDITIONAL CORRECTIONS FOR “WHAT IS WRONG WITH 
THIS ANNUAL REPORT ?” 
In November we published a “What Is Wrong with This Annual Report?” 
(See page 754 of that issue.) We are now adding several further suggestions as to 
ways in which this report could have been made more effective. 


Report as a Whole 

Short concise paragraphs with spaces 
between each paragraph and _ slightly 
wider spaces between main topics add to 
the clarity of the report and facilitate 
reading. These simple devices may 
mean the difference between a report’s 
being read or merely filed away—or 
even relegated to the waste basket un- 
read. 

The use of simple sketches, line draw- 
ings, or other types of illustrations adds 
greatly to the attractiveness of a report. 


Treasurer’s Report 

The question might be asked: Is relief 
an appropriate charge against a health 
agency? If so, is it handled by a sub- 
committee? From the size of this item 
one would judge that it is incidental 


relief, which would seem to indicate that 
there are properly constituted relief 
agencies to take care of the main relief 
load. Better relationships and more 
constructive work are generally found 
where all relief problems are referred to 
the proper agencies. 


Director's Report 

As stated in the previous corrections, 
this report is entirely a quantitative one, 
giving no indication of the service ren- 
dered in terms of quality. However, 
the quantity of service could be more 
adequately reflected even in these bare 
figures by clearer classifications. For 
example, are “school nursing visits” 
visits to homes or schools, or both? Do 
maternity visits include those to the 
baby and mother or only to the mother? 





CHECK AND DOUBLE CHECK 


Our attention has recently been called 
to discrepancies which frequently ap- 
pear between figures given in annual 
reports and those published in news ar- 
ticles about the report. Sometimes this 
is apparently due to the use of different 
classifications for visits in the two types 
of publication; but such differences are 
confusing. 





Inasmuch as annual reports constitute 
the agency’s accounting to the public 
for the funds which it has expended, 
it is of the utmost importance that all 
figures relative to volume of work done 
be accurate; and further that when the 
annual report forms the basis for a news 
item, such figures agree exactly with 
those in the printed annual report. 








Sa a 


pb 


ae 


x 








Nurse-of-the-Month 


RUBY RIPPERTON 
Texas 


Ruby Sapp helped constitute a family of six 
children, being the fifth in line for title of 
oldest child of Dr. and Mrs. J. M. Sapp of 
Lufkin, Texas. 

After an elementary and high school educa- 
tion in Eastern Texas and Louisiana, Ruby 
graduated from the nursing school of Schum- 
pert Sanitarium, Shreveport, Louisiana. She 
went immediately into the Navy Nurse Corps, 
but after nine months resigned to become Mrs. 
Ripperton. She then did private duty in sev- 
eral states for about five years. 

In October 1930, after three months of post- 
graduate study in public health nursing at the 
University of Minnesota, she started work as a 
school nurse in Amarillo, Texas. This position 
continued for five years, punctuated by two 
other summers in public health work at the 
University. She resigned the school position 
in January 1935 to accept a civil service ap- 
pointment in the Panama Canal Zone. After 
seven months at the Gorgas Hospital there, 
she returned to Texas to enter public health 
nursing again, and is now working as county 
nurse in Wilbarger County. 





We are in Vernon, Jexas, just before the curtain is raised on a meeting of the 
Wilbarger County Health Committee. This September meeting marks the begin- 
ning of the year’s activities and the Chairman of the County Public Health Board 
has asked the chairmen of the various standing committees to outline their duties 
and plans for the coming year. The county nurse sits close by ready to answer any 
questions and eager to listen to the reports of these lay persons whose interest and 
support are so vital to her program. 

But before the curtain goes up, let us review a few facts about Wilbarger 
County. Vernon, where the county nurse has her office in the fine County Court 
House, is the largest town, boasting a population of 10,000. The County itself 
covers an area of 928 square miles of essentially rural territory and is known as 
one of the State’s best cotton sections. The total population of the County is 
ipproximately thirty thousand. 


The curtain rises 


CHAIRMAN (A farmer and business man): Most of us know our duties, but to 
inspire the continued effort of old members and to inform the new members as to 
vur program, it is necessary for us to discuss what we did last year and some of 
‘he things we hope to do in the future. 

First we shall hear from the Program Chairman. 

PROGRAM CHAIRMAN (A woman who never admits it can’t be done): As you 

ow, our Wilbarger County Health Committee meets once a month here in the 
ince of our county nurse, at which time we listen to her monthly report and the 
reports from various standing committees, and then participate in an educational 
program. 

Please look over our 1936-37 Year Book. This is the first time we have had 
one. Notice the programs and the speakers we have had. Most of the speakers 
are members of our own Health Committee. These meetings have been most inter- 
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esting as you can see. September—School Health; October—Community Health; 
November—Syphilis; and so on throughout the year until June when we had a 
social gathering and election of officers. More and more people are coming to our 
meetings, to which the public is always cordially invited. We are glad to notice 
that parent-teacher association groups often attend. 

CHAIRMAN: I’m now going to call on one of the most important offices of the 
Committee—the Chairman of our Maternal and Infant Program. 

MATERNAL AND INFANT PROGRAM CHAIRMAN (A young and eager mother who 
resigned from two bridge clubs so that she might be a better member of the County 
Public Health Board): Last year the nurse visited all antepartum patients whose 
names were referred to her, the first object of her visits being to get the mothers 
under the care of a physician. She also sent a copy of each baby’s certificate of 
birth to the parents with a mimeographed copy of “The Reason for a Birth Cer- 
tificate” and a leaflet on infant care. This leaflet was prepared by the nurse and 
approved by our county medical society. A pamphlet on diphtheria immunization 
was also enclosed. The State is now sending out copies of birth certificates when 
requests are made to that office. 

My chief business is to find every expectant mother I can through every avail- 
able source—church, school, friends—and to give their names to the nurse. The 
amount of work she does depends on the doctor in charge. We also have our plans 
for getting in touch with expectant fathers. There are maternity classes—but I 
shall leave those for the Chairman of Adult Education to explain. 

CHAIRMAN: Will the Adult Education Chairman please continue? 

ApuLT EpucaATION CHAIRMAN (A charter member of the Board who has re- 
turned as a member after several years’ absence): My goodness, I’ve been learning 
a lot of new things! We used to think these things were all jobs for the nurse. 
But it seems we've been growing, and one of our members who attended the 
Biennial Convention in Los Angeles this summer told me bigger and better lay 
participation was stressed by all those who were supposed to know. 

Last year our nurse taught health classes in several rural communities. In one 
class she had five expectant mothers. The classes are held once a week, and after 
the first four lessons on antepartum care, they are carried on in the form of a study 
club. Most of the work covered is on the prenatal, infant and preschool periods. 
The women are very enthusiastic about the classes, and other women reading about 
them in the local paper usually make a request to have similar classes held in their 
own communities. 

CHAIRMAN: What are the future plans of the Preschool Chairman? 

PRESCHOOL CHAIRMAN (A rural mother with two perfect “preschools”): Mr. 
Chairman. In the past the preschool child has been more or less included in the 
school health examinations. Probably a fourth of them have been immunized 
against diphtheria. Last spring the four ward schools of Vernon had a Summer 
Round-Up and about fifty per cent of the first grade entrants for this fall were 
examined by a physician and dentist. This was the first Summer Round-Up we 
have had for several years and more rural schools had such round-ups than ever 
before. Our aim this year is to secure a dental and physical examination for all 
preschool! children and to carry on some form of continuous follow-up work. 

CHAIRMAN: Next! 

ScHooLt CHAIRMAN (A school superintendent of one of the smaller towns in the 
county and a new member): It appears to be my turn and I'm a little bewildered 
as to just what my duties are. However, from what our nurse has already told me, 
I believe my first duty will be to help her to fit her program into the regular cur- 
riculum with as little confusion and as much success as possible. It is her belief- 
and that of school people—that we should have more classroom education in health 
and greater emphasis on the education of parents as to the physical needs of their 
children. 
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As you know, last year almost every elementary school in the county had its 
pupils examined by a physician and dentist and the majority of these children were 
immunized against diphtheria and smallpox. Practically all dental defects were 
corrected but other defects were not so well cared for. The parents pay for these 
corrections when possible. 

Our nurse here conducted four Junior Health Clubs last year and plans to have 
as many in other schools this year. She chooses the seventh grades for this work. 
Study outlines for these clubs are supplied by the State Department of Health and 
cover such subjects as personal hygiene, first aid, and communicable diseases. The 
nurse tries to make the subject matter fit the life experience of the children. 

The teachers, after a group demonstration by the nurse in the use of the Snellen 
chart, are doing the Snellen test for vision in all the schools this year. A book of 
instructions from the National Society for the Prevention of Blindness was given 
to the teachers with each Snellen chart. 

CHAIRMAN: A very interesting report. Your turn, Mr. Educational Chairman. 

EDUCATIONAL CHAIRMAN (Superintendent of Vernon Schools): Mr. Chairman. 
The most interesting thing to me that has happened this year is to have two of our 
members join the National Organization for Public Health Nursing. Also one of 
these members was elected president and the other secretary of the lay section of 
the State Organization for Public Health Nursing. 

Our nurse, Mrs. Ripperton, and one of our members made a sanitary survey of 
open toilets this summer. The local paper codperated by informing the public 
to existing conditions and urging that everyone be immunized against typhoid fever 
as there were several cases in Vernon. This board member and ‘ue nurse left a 
pamphlet on typhoid fever at each home that was visited. We also asked for a 
sanitary engineer from the State Health Department and the State Epidemiologist 
to assist us. As a result of all this activity 1593 people were immunized by the 
county doctor and many others by their family physicians. 

The County Tuberculosis Association is conducting an educational program 
which begins immediately and lasts all fall. All schools, civic clubs, home demon- 
stration clubs and parent-teacher associations are codperating. They are studving 
the literature on tuberculosis from our State Sanatorium and from the National 
Tuberculosis Association. I mention this because the County Association is our 
offspring, just formed last December, and it is still being assisted by us until it 
can walk alone. 


as 


a 


CHAIRMAN: Now may we have a word from our Supply Chairman? 

SUPPLY CHAIRMAN (A woman who helps with everything): I was worried for 
fear you wouldn't call on me. Have you seen our growing library? Up-to-date 
books on obstetrics, child care, the family, sex education, and other subjects are 
now available. Also, have you noticed the attractive screen in this office which is 
made of hundreds of colored baby pictures? We made it this summer. 

CHAIRMAN: I believe you are last on the list, Mr. May Day Chairman. 

May Day CHAIRMAN (A voung man who knows his business): For six years 
we have had a May Day Festival. This has become an institution in Wilbarger 
County. First a May Queen is crowned, and then at her command her subjects 
enact a pageant on a general health theme. Maypole dances always end the 
program. Last spring about six or eight thousand people attended the Festival 
and three thousand children participated. We are planning something entirely 
different for this year. It will be on the order of a five-ring circus with a different 
health activity being carried on in each ring. 


CHAIRMAN: Thank you all. I am very sorry our Publicity and Welfare Chair- 
men could not be present. May I add one comment? I believe we should help 
our nurse more. This is our county and with thirty thousand people and only one 
nurse, she surely, can’t do too much without our full codperation. 
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How Would You Answer These? 


This column has been started in response to an increasing demand from nurses 


in the field for guidance and help in better preparing themselves to do effective 
maternity nursing. 


The column is intended as a stimulus and guide for study. 


The questions pub- 


lished this month are selected because they have been repeatedly asked by nurses 


carrying on a maternity service. 
zine. 
In the meantime, won't you answer these questions to the best of your ability 


The answers will appear in next month’s maga- 


and send them signed or unsigned to the Maternity Center Association, 1 East 57th 


Street, New York, N. Y. 
answered. 


1. 


11. 


12. 


The blood is supplied to the uterus 
by vases .... arteries. 
The cervix is composed of elastic 
tissue with very few muscle fibers. 
Yes 4 No .... 

The uterus is about -......... 
long, .. 


_ inches 
Reeneaoeeanet = ee inches wide and 
inches thick. 


Define first stage of labor. 


Define second stage of labor. Give 

signs. 

a. How long should 
primipara? 

b. How long should it last in a 
multipara? 


it last in a 


Define third stage of labor. 


If you went to patient’s home to 
make an antepartum visit and 
found her in the second stage of 
labor, what would you do? 


The foetal heart rate is about .... 
beats. 


One inch equals .......... centimeters. 
What is the usual amount of amni- 
otic fluid? 

How much weight does the average 
patient gain during pregnancy? 
When should the gain take place? 


What is the normal output of urine 
in 24 hours? 
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24. 


Send along, too, any questions you would like to have 
The continuation of the column as a permanent forum will depend 
upon the demand and interest of our readers. 


Distinguish between a labor pain 
and a labor contraction. 

Define “lightening.” 

Define “quickening.” 

The foetal heart can be heard dur- 
ing a uterine contraction? Yes ..... 
No . 

sf @ comtraction insts ........... ......... 
the nurse should notify the doctor. 
Positive signs of pregnancy are: 
Di sscheteunees 
b. 

é 

d. 

e. 


f. 
What is “moulding”? 


Give three functions 
centa: 
a. 
b. 


of the pla- 


minutes. 


Water should be boiled for 
minutes to be sterile. 


If the nurse is asked to give an 
anesthetic to an obstetric patient 
she should: 

a oem 


| ena es ie AE Re eS oe 


What would you do for a newborn 
baby to assist with the establish- 
ment of respiration? 
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25. How is maternal mortality com- 
puted? 

26. What is puerperal sepsis? 

27. Indicate four methods by which 
neonatal mortality may be reduced. 
a. 
b. 
c. 


d. 


28. Give tive causes of abortion. 
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a: 
b. 
e. 
d. 


e. 


29. How may nurses help to reduce 


puerperal infections? 
a. daskambeseaed sista etiaiac 
Bee ale S cceiichidaaishas 


d. 


ec. 





CORRECTION AND CLARIFICATION 


The recommendation regarding the 
use of the terms “antepartum” and 
“postpartum,” appearing on page 731 of 
the November issue should have been 
ascribed as follows: The Children’s 
Bureau is using the terms “antepartum” 
and “‘postpartum” on its quarterly sta- 
tistical reports on maternal and child 
health services under the Social Security 
\ct, based on the recommendations of 
the Committee on Records and Reports 
to State and Territorial Health Officers 
and the United States Public Health 
Service.* For the sake of uniformity, 
the N.O.P.H.N. is adopting this termin- 


ology and PuBLic HEALTH NuRSING will 
use it as consistently as possible. 

The term “confinement” is to be used 
by the N.O.P.H.N. in places where 
better lay understanding will be secured 
thereby. It is not intended to replace 
the term “delivery” on records at the 
present time nor has a recommendation 
regarding its use been made by the 
Children’s Bureau. 


‘Tabulation of Health Department Services. 
Reprint No. 1768 from the Public Health Re- 
ports, Vol. 51, No. 36, September 4, 1936, Gov- 
ernment Printing Office, Washington, D. C., 
1936. 


A PROGRAM FOR STAFF EDUCATION IN MATERNAL WELFARE WILL 


APPEAR IN THE FEBRUARY ISSUE. 
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URING the fiscal year 1936 ap- 

proximately 6000 graduate nurses 

were employed on WPA projects 
of one type or another. The greatest 
number of nurses were employed on 
projects which provided bedside nursing 
service on a visit basis to families on 
relief or to families who were unable to 
provide nursing care for themselves. 

Since the beginning of the fiscal vear 
1937 (beginning July 1, 1936), 75 
projects which provide for the employ- 
ment of graduate nurses in 16 different 
states have been approved by the 
Works Progress Administration. The 
states have been authorized to spend a 
total of $1,856,655 on these projects. 
The type of work authorized, the 
agencies sponsoring each type of project 
and the allotments authorized may be 
seen in Table I. 

In addition to the 75 projects which 
have been approved by the Works 
Progress Administration, 68 additional 
projects have been submitted and ap- 
proval is now pending. Many of these 
projects may be approved and put into 
operation within the near future. 

The Works Progress Administration 
has issued certain standard ‘Working 
Procedures” for projects upon which 


WPA Nursing Projects 


State and 
local WPA administrators are urged to 
set up projects in accordance with the 
suggested procedures. 


nurses are to be employed. 


HOW PROJECTS ARE REVIEWED BY THE 
PUBLIC HEALTH SERVICE 


When project applications reach the 
Washington office of the WPA, all 
projects pertaining to nursing or public 
health are temporarily held up until 
they can be reviewed by a representa- 
tive of the Public Health Service. If 
the project has been previously referred 
to the respective state health depart- 
ments and a written endorsement of the 
project has already been sent to the 
Public Health Service by the State 
Health Commissioner, the Public Health 
Service merely reviews the project to see 
that it is properly described and recom- 
mends that it be approved without 
further delay. If the project applica- 
tion was not submitted to the state 
health department before it was sent to 
Washington, or if the description is 
vague as to the duties to be performed 
and the type of personnel to be used, an 
air-mail letter is sent by the Public 
Health Service to the state health de- 
partment requesting that the proposed 








TABLE I—WPA PROJECTS WHICH PROVIDE FOR THE EMPLOYMENT OF GRADUATE 
NURSES, WHICH HAVE BEEN APPROVED SINCE JULY 1, 1935, ACCORDING TO TYPE OF 
PROJECT, SPONSORING AGENT, AND ALLOTMENT AUTHORIZED 
































City or Govern- 
Local State County Board ment Allotment 
Health Health Welfare Govern- of Hos- Total to 
Type of Project Dept. Dept. Dept. ment Education pital Projects Projects 
Visiting Nurses 25 3 2 8 , 38 $381,836 
Public Health Clinic 7 2 -. 9 718,633 
Health Education and 
School Hygiene 7 4 1 1 i 9 69,042 
Health Camps 3 ay ie te 3 21,219 
Tuberculosis Surveys 2 1 ts 3 190,394 
Hospital Nursing ; : =) 3 3 35,284 
Trachoma Clinics 5 5 240,190 
Assistants to County 
Health Officer 3 1 4 52,367 : 
Cancer Study ; 1 1 147,690 
Total 47 7 7 10 1 3 75 $1,856,655 


This information on nursing projects under the Federal Works Progress Administration was 
supplied by Pearl McIver, R.N., Senior Public Health Nursing Consultant, U. S. Public Health 
Service, Washington, D. C. (Editor’s Note.) 
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project be reviewed and recommenda- 
tions made as to its value. 

The Public Health Service has two 
full-time clerks stationed at the WPA 
offices whose business it is to copy all 
project applications pertaining to public 
health (including sanitation and nurs- 
ing) and to see that each project appli- 
cation is referred to the proper person 
for review. 


POLICIES OF WPA 


The WPA has always accepted the 
recommendation of the Public Health 
Service with regard to projects which 
have been recommended for disapproval. 
Likewise, the WPA has promptly dis- 
continued projects in operation if proof 
has been presented to show that the 
projects are not being operated in ac- 
cordance with the accepted working 
procedures. The Washington office has 
been careful to interpret the word 
“nurse” to mean graduate registered 
nurse and has consistently refused to 
approve projects on which non-profes- 
sional persons were to be assigned to 
nursing duties. 
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Some of the values of WPA nursing 
programs may be summarized as_fol- 
lows: 

1. They have given employment to 
nurses who had no other means of sup- 
port. 

2. They have provided much needed 
assistance to health departments and 
hospitals which were very much under- 
staffed. 

3. They have introduced many recent 
graduates of accredited schools of nurs- 
ing to the field of public health, and 
aroused their interest in this phase of 
nursing to the extent that many of them 
found a way to attend a college or uni- 
versity and to begin their preparation 
for public health nursing. A consider- 
able number of the nurses selected for 
training stipends under the provisions 
of the Social Security Act were selected 
because they showed a real aptitude for 
public health nursing in the WPA nurs- 
ing program. 


Epitor’s Note: This article is being pub 
lished simultaneously, with additional tables, 
in The American Journal of Nursing, Janu- 
ary 1937. 
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Forward in 1937 
Peritonitis Complicating Appendicitis 


Food in Relation to the Eyes 


Paper and Other Substitutes for Woven Fabrics 


How Well Do You Know Child Psychology ? 
Other Centers of Interest in London 

More Group Insurance for Nurses 

A Moveable Isolation Unit 

To Collect Specimens from Babies 


Nurse Stewardesses 


Situations in Which the Obstetrical Nurse Functions 


John O. Bower, M.D. 
Park Lewis, M.D. 
Virginia Henderson, R.N. 
Alice D. Shearston 

Jessie Shaw Coman, R.N. 
Alice Roberts 

Anne Pettit, R.N. 

Marion Stevens, R.N. 


Eunice Peterson, R.N. 


Nell Beeby, R.N. 


















Silhouette Poster Contest 


Here is your chance, all ye artists, to winners will be made in the June maga- 


win fame and fortune. We are offering zine. Send in your entry early. The 
three prizes—a first of $25, a second of contest closes April 1, 1937. : 
$15 and a third of $10—to the lucky All drawings must be done with India 


ink on hard-finished paper. And please 
; —": sign your drawing in tiny letters—like 

You are probably all familiar with the artist you are! Also, we are asking 
the silhouette of the nurse who so often that you submit vour sketch on a sheet 
strides across these pages and who has of hard-finished paper 10 inches by 
recently been promoted to the exalted 12 5 7 inches, placing the silhouette so 
position of “poster lady.” We think there will be ample space for a message, 
this silhouette poster so effective that preferably at the bottom of the poster. 
we are anxious to have another! Such  [f these requirements are not perfectly 
a poster might represent a nurse, a nurse clear, or you have any questions to ask, 
and her car, or a nurse giving some type please write to us. 


winners of this contest. 


of public health nursing service. These The posters of runners-up will be 
are merely suggestions. We leave the used for decoration of the magazine. 
rest to your ingenuity. Entries will only be returned upon re- 
Three judges will pass upon all en- quest and accompanying postage. 
tries, and the announcement of the The contest is open to anyone. 
J.V.S. APPOINTMENTS 
Joint Vocational Service reports the Martha I. Hauk, Educational Consultant 
following placements and assisted place- — a Department of Health, Indianap 
A fs lis, Ind. 
ments during the month of November — . ’ ' 
1936: Mrs. Mary B. Slattery, Rural Supervisor, 
J0. State Department of Health, Albany, N. Y. 
Florence Stein, Chief Consultant Nurse, Ari- Pansy Besom, Assistant Superintendent, Vis 
zona State Board of Health, Phoenix, Ariz. iting Nurse Association, Scranton, Pa 
Ruth Burcham, Field Advisory Nurse, State Ann Schmich, Supervising Nurse, Lake 
Department of Health, Hartford, Conn. County (State Department of Health), In- 
Mrs. Bertha T. Fradkin, Field Supervisor, dianapolis, Ind. 
Visiting Nurse Association, New Rochelle, Harriet Russell, Rural Public Health Nurse, 
N. ¥. State Board of Health, Helena, Mont. 
Alice Petersen, Senior Nurse, Community Ruth Laxton, Community Nurse, American 
Nursing Service, Rockville, Conn. Red Cross Chapter, Christian County, Hop- 


Mrs. Katherine G. Hunter and Betsy Boylin, — kinsville, Ky. 
Health Counselors, W. K. Kellogg Foundation, 


Battle Creek, Mich. To Staff Positions: 
Louise Whiteside, School Nurse, Public Effie Bailey, Territorial Department of 
Schools, Denison, Texas. Health, Honolulu, Hawaii. 
Olive Crary, School Nurse-Housekeeper, Mrs. Genevieve B. Nunn, Visiting Nurse 
Grove School, Madison, Conn. Service, Jersey City, N. J. 
Lena Meo, Senior Nurse, John Hancock In- Bertha Bakanauskas, Visiting Nurse Associa 
surance Company Visiting Nurse Service, tion, Bernardsville, N. J. 
Hempstead, Long Island, N. Y. Verna Person, City Department of Health, 
Mrs. Ruth R. Wekerle, County Nurse, Del- Fargo, N. D. 
aware County (State Department of Health), Helen Hall, Association for Improving the 
Albany, N. Y. Condition of the Poor, New York, N. Y. 
Frances M. Hersey, Advisory Nurse, Dr- Jessica Richards, Visiting Nurse Association, 


partment of Health, Cheyenne, Wyo. Brooklyn, N. Y. 
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Gleanings 





This department is devoted to new ideas regarding improvised equipment, 
publicity programs, administrative problems, etc. Send us your contributions! 
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Courtesy Provilence R. I Dist t Nursing Association 


AN INTERPRETIVE ENHIBIT 


This exhibit formed the basis for the 
Providence (Rhode Island) District 
Nursing Association’s part in a word-of- 
mouth publicity campaign conducted by 
the member agencies under the auspices 
of the Community Fund. 

Replacing the Welfare Exposition for 
the general public conducted previously, 
a Women’s Welfare League was formed 
of 200 members, each assuming the 
responsibility for becoming thoroughly 
familiar with the services of various 
welfare agencies. As part of the pro- 
gram of informing this group, who in 
turn were to become interpreters of the 
services, the several agencies conducted 
open-house for one week during which 
(ime they presented various interpre- 
live projects. 

The background of the center table 
epresents the skyline of the city. (We 
‘hought at first that the towers were 
\.O.P.H.N. Headquarters in Radio 
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City.) The foreground is a plat of the 
city showing the five nursing districts 
with their names. (Reminiscent of the 
city’s early history, the names of the 
districts are characteristic—Faith, Hope, 
Peace, Mercy, and Goodwill!) The 
seventeen nurse-figures of course repre- 
sent the staff. This center table, a 
WPA student project, was done under 
the direction of the School of Design. 
Thus the total expense was only eight 
dollars for the cost of materials. 

The other two tables on the sides 
need little explanation. They were 
assembled from the supply cupboard. 

Interestingly enough, the photograph 
of this exhibit was taken by a physician 
affiliated with another agency, thus pro- 
viding a permanent record of the ex- 
hibit with a minimum of expenditure 
and at the same time demonstrating a 
coéperative relationship between the 
agencies. 
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NOTES from the NATIONAL ORGANIZATION 
FOR PUBLIC HEALTH NURSING 





REPORT OF FALL BOARD MEETINGS 


On October 29 and 30 the Finance 
Committee of the N.O.P.H.N. and the 
Executive Committee of the Board of 
Directors met for the regular fall meet- 
ings. The most important problem dis- 
cussed at both meetings was quite nat- 
urally the celebration of our twenty- 
fifth birthday through a Silver Jubilee 
which we hope will become a_nation- 
wide recognition of the progress in public 
health nursing. A report of progress to 
date was read and accepted and plans 
for the Jubilee definitely outlined. A 
preliminary announcement of plans ap- 
peared on page 800 of the December 
issue and further details will be found 
on page 25 of this number. 

The finances of the N.O.P.H.N. were 
reported as satisfactory for 1936. The 
Executive and Finance Committees both 
rejoiced in the record number of mem- 
bers which the Business Manager was 
able to report—8031, the highest in our 
history. Through this enlargement in 
our membership and the continued help 
through our contributors, we hope to 
close the year with a small bank balance 
to carry us into 1937. 

The Executive Committee recom- 
mended the appointment of four addi- 
tional members to the Board of Direc- 
tors, openings made through the enlarge- 
ment of the Board by vote of the mem- 
bership at the Biennial Convention. 

The Executive Committee authorized 
the President to appoint three represen- 
tatives from the public health nursing 
field to the Joint Committee to Study 
the Birth Control Movement and Its 
Implications for the Three National 
Nursing Organizations. Three members 
were also reappointed to the Board of 
Directors of the Joint Vocational Ser- 
vice for a three-year period. They are 
Grace Anderson, Alma C. Haupt, and 
Mrs. Lewis Thompson. 

Progress reports were read from the 
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Board and Committee Members’ Sec- 
tion, the School Nursing Section, the 
Industrial Nursing Section, and from the 
Education Committee. 

The Executive Committee also ap- 
pointed Hortense Hilbert and Elnora 
Thomson as two additional members of 
the Nominating Committee, of which 
Laura A. Draper of Minneapolis, Minne- 
sota, is chairman. 

As its first choice of a time for the 
1938 Biennial Convention in Kansas 
City the Executive Committee approved 
the tentative date of April 26 to May 3. 
As its second choice it named May 3 
to 7. It also approved participating in 
the Convention of the American Public 
Health Association in 1937 if it is held 
in New York City. 

The President was given power to 
appoint an advisory committee on ex- 
hibits for the proposed World’s Fair 
which will be held in New York City in 
1939, 

The Committee to Study the Func- 
tions of the N.O.P.H.N. met on October 
31, and is preparing a progress report to 
be presented at the meeting of the Board 
of Directors in January. 


ADDITIONS TO BOARD 


By vote of the membership at the Bi- 
ennial Convention in Los Angeles, the 
N.O.P.H.N. By-laws were revised to 
allow for a larger and more representa- 
tive Board of Directors. The Board 
may now number iwenty-five, and at 
its October meeting the four existing 
vacancies were filled by Board appoint- 
ment (also in accordance with our By- 
laws). We therefore welcome to our 
Board for the biennial period 1936-1938 


these four new members: Harry M. 
Carey, David D. Hunting, Zoe La 


Forge, and Elizabeth Halliday Hitz. 
Another change in the Board has be- 

come necessary through the resignation 

of Dr. Michael M. Davis, our treasurer. 
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For seven years Dr. Davis has given un- 
sparingly of his advice and help to the 
N.O.P.H.N., not only on financial mat- 
ters, which involved some very critical 
decisions during the depression, but on 
other matters of general N.O.P.HLN. 
policy on which his own wide experience 
in public health qualified him to speak. 
He has felt for the past year or so that 
he should withdraw from the treasurer- 
ship, but generously agreed to fulfill the 
duties until his successor was found. 
That event has now occurred and the 
Board has reluctantly accepted Dr. 
Davis’ resignation, requesting, however, 
that he remain on our Finance Commit- 
tee and always feel that his advice on 
our plans and problems will be welcome. 

Our new treasurer is Mr. W. Law- 
rence McLane of the Marine Midland 
Trust Company, New York, N.Y. Mr. 
McLane has entered upon his new du- 
ties with enthusiasm and interest and 
has already been of great assistance to 
us in forwarding plans for our Silver 
Jubilee. As Mr. McLane is called upon 
to travel considerably as a part of his 
own job, we hope many of our members 
and contributors will have the oppor- 
tunity of meeting him personally very 
soon. 

So the new year opens with a new 
Board, a new treasurer and a new op- 
portunity for all of us to win a place for 
public health nursing through the na- 
tion-wide celebration of our birthday. 
This seems an appropriate time and 
place to wish each of our readers equal- 
ly happy prospects for 1937. 


WITH THE STAFF IN THE FIELD 

In addition to schedules already an- 
nounced, December has brought other 
engagements for the N.O.P.H.N. staff. 
Miss Deming attended a conference of 
executives of large visiting nurse asso- 
ciations in the northeastern area, held 
in Boston, Mass. The Community 
Health Association acted as hostess to 
the group. She also made two visits to 
Washington, D. C., one to attend a 
meeting of the American Public Welfare 
\ssociation and again to participate in 
i conference on venereal disease control 
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work held under the auspices of the 
United State Public Health Service. She 
spoke on “Organization and Utilization 
of Community Resources in a Venereal 
Disease Control Program” before a sec- 
tion meeting on the medical follow-up 
of the venereal disease patient. 

Miss Davis has spent the greater part 
of December in the northwest. To 
her previously announced schedule she 
added one stop-over visit on her return 
trip, spending two days in Denver, Colo. 
January will find Miss Davis visiting 
Syracuse, N. Y., to speak to the public 
health nursing students at Syracuse Uni- 
versity on the importance of lay partici- 
pation in public health work. She will 
also conduct a board members’ institute 
under the auspices of the Volunteer Ser- 
vice Bureau of the Syracuse Welfare 
Council. 

Miss Jones went to Richmond, Va., 
during December to confer with the 
director of the public health nursing 
course for Negro nurses given at the 
Medical College of Virginia. She also 
went to St. Louis, Mo., to confer re- 
garding a prospective course in public 
health nursing. 

Miss McNeil attended the Second 
National Conference in College Hygiene 
in Washington, D. C. 


NEW MAGAZINE COMMITTEE 

We should like to call your attention 
to the personnel of the Magazine Com- 
mittee for the biennial period 1936-38 
as listed on the reverse side of the table 
of contents page. We know you will be 
interested to learn the names of those 
who are helping to shape the destiny of 
your magazine. 


JANUARY BOARD MEETINGS 


A meeting of the N.O.P.H.N. Board 
of Directors will be held during the week 
of January 25 at the Hotel Roosevelt, 
New York, N. Y. Also during that 
same week, the Joint Board of the three 
national nursing organizations will hold 
a meeting. Various important commit- 
tees will convene prior to or during the 
week of the board meetings. 


For J.V.S. Appointments, see page 52. 
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A SCHOOL PROGRAM FOR EYE HEALTH 


Physical Aspects 


Part I 


Many school children have vision in 
one eye only; about twenty per cent 
have some defect of vision—many of 
the defects so serious that a small group 
of children, or approximately one child 
in 500, should not continue in the regu- 
lar school without special educational 
tools; and there are a potential number 
of children who will within the year ac- 
quire some eye difficulty through ab- 
normal developmental change, disease 
or injury. This briefly is the situation 
unless conditions are better than those 
in the average school. 


THE TEACHER AND EYE HEALTH 


Both the physiologic, or normal 
changes, and the pathologic, or abnor- 
mal changes, concern teachers and 
nurses. Teachers need to understand 
the normal changes which occur during 
the period of growth and development 
in order to plan school activities and 
grade requirements; to select materials 
and equipment; and to outline their 
schedules with an eye health program 
in mind when assigning tasks requiring 
the use of the eyes. They are able 
through observation of children in the 
course of their work with them to be- 
come aware of departures from normal. 
In order to remove or ameliorate eye 
difficulties and environmental condi- 
tions interfering with the progress of 
children, the teacher should maintain 
the closest codperative relationships 
with the school physician, the nurse and 
the parents. Knowledge of the avail- 
able resources, both private and public 
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is essential in order for the teacher to 
participate fully in an eye health pro- 
gram. 


DEPENDENCE OF EDUCATION ON SIGHT 


Education depends largely upon the 
sense of sight in carrying out its objec- 
tive to prepare children for living, and 
deficient sight interferes with — this 
aim. The child who, because of some 
eye difficulty things larger or 
smaller than they are is likely to be mis- 
understood when he reports what he ac- 
tually sees. The child who is unable to 
see the blackboard misses many stimuli 
used by the teacher. Words that appear 
blurred make reading and comprehen- 
sion more difficult. Prolonged reading 
when an eye difficulty is present is not 
conducive to sustained attention. 

If the eyes fail to work in coérdina- 
tion there is likely to be loss of efficien- 
cy in seeing. Disease or defect of some 
part of the eye may impair vision by in- 
terfering with the formation of a clear 
image or by obstructing the message on 
its way to the brain. The visual area 
in the brain may be so impaired that» it 
is incapable of functioning. 

For teachers and nurses to under- 
stand thoroughly the process of seeing, 
they should have a knowledge of the 
anatomy and physiology of the eye: 
some knowledge of physics, since light is 
essential for seeing: and an appreciation 
of the part that the mental processes 
play in interpreting what is seen by 
means of the eyes and light. A simpl 
working concept of the visual mechan 
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ism is this: In order to see, we need 
the eyes with which to see and the brain 
to interpret the message brought it by 
light through the eyes. And if the eyes 
are to function to the best advantage 
we need: 
1. Both eves working in coOrdination and 
free from disease or defect. 
Necessary physical surroundings for us- 
ing the eves with comfort and efficiency. 
3. Unobstructed avenues of approach to 
the visual centers in the brain and ability 
to interpret the message received by the 
brain 
DISEASES AFFECTING EYE HEALTH 


Physical aspects of vision are not 
limited to the visual mechanism. Such 
diseases as nervous disorders, focal in- 
fections, tuberculosis, syphilis, acute in- 
fectious diseases and disorders of 
metabolism may affect eye health and 
efficiency. They may even lead to 
blindness. This has been brought out 
in a recent study of the most common 
causes of blindness among children.’ 
They are given in percentages as fol- 
lows: 


Causes Per Cent 
Infectious disease 28.6 
Neoplasms (tumors 22 
Traumatic and chemical injuries 7.8 
Toxic poisoning 0.1 
Non-infectious systemic diseases t2 
Congenita! and hereditary 51.1 
Unspecified etiology 9.0 

100.0 


The authors of the study feel that if 
it were possible to secure family his- 
tories and complete physical examina- 
tions including the necessary laboratory 
tests, more children in the group studied 
would undoubtedly have been found to 
be blind as the result of infectious dis- 
eases, syphilis, and interference with the 
foetal development. 

The above percentages are useful in 
pointing out that a school program for 
eye health should continue to empha- 
size its general communicable disease 
service; should redouble its efforts to 
extend its program for the control of 
tuberculosis, syphilis and gonorrhea; 
ind should make it possible for children 
‘0 think safety and play safely. Op- 
‘imal nutrition must be another objec- 
ive. The essentials for nutrition of the 
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body are the same for the eye. Often 
an improvement of diseased conditions 
of the eye is dependent not alone on one 
factor of nutrition, but on an improve- 
ment of the health of the whole body. 
When a child is hard of hearing he must 
substitute his eyes for ears; if he is visu- 
ally handicapped, his ears for eyes. 
Extra burdens are then placed on one 
sense or the other. Examination to es- 
tablish the cause of either difficulty and 
removal of the cause, when possible to 
do so, is necessary if the child is to make 
the desired school progress. 

Does the average public health nurse 
engaged in school nursing appreciate 
fully the relation between the eye and 
general health, and is her knowledge of 
the visual mechanism sufficient to de- 
tect deviations from normal and to plan 
a remedial program when deviations oc- 
cur—at all times emphasizing a preven- 
tive program? As a nursing student, 
she has had slight opportunity for learn- 
ing about eye diseases or developmental 
changes of the eve. Many schools of 
nursing offer a maximum of five or six 
lectures in eye, ear, nose and throat 
nursing. The experiences of students 
with eye patients are often confined to 
a small number of patients admitted to 
the hospital. Yet many of the serious 
eye difficulties are treated almost en- 
tirely in the clinic. In some schools of 
nursing there are no eye clinics; or 
where there are eye clinics, the students 
are not rotated so that they are given an 
opportunity to observe patients with eye 
difficulties. It is safe to state that the 
majority of nurses finish their nursing 
education without an understanding of 
how to make a simple test to measure 
the acuity of central vision. 


EYE HEALTH MEASURES 


Administering to the needs of all the 
school children requires a program 
broad enough to include remedial and 
preventive measures by: 

1. Adopting approved methods for locat 

ing children with eye difficulties. 

2. Devising a system for adequate follow- 
up in order to insure competent medical 
examinations for diagnosis and adequate 
treatment 

3. Interpreting the medical findings and 
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their significance to parents and_ to 
teachers so that necessary medical and 
social adjustments may be made. 

4. Helping teachers give children the stimu- 


lation and satisfactory experience nec- 
essary for making them share the respon- 
sibility in a conservation of vision pro- 
gram. 


In adopting approved methods for lo- 
cating children with eye difficulties, the 
following should be included: observa- 
tion of the child for objective and sub- 
jective signs; tests and measurements. 


OBSERVATION AND INSTRUCTION 


A report of the Joint Committee on 
Health Problems in Education” lists the 
following behaviors of children to be 
noted in discovering visual difficulties: 
. Attempts to brush away blur 
. Blinks continually when reading 
Cries frequently 
Has frequent fits of temper 


mew Ne 


. Holds the book far away from face 
when reading 
6. Holds the book close to eyes when 


reading, or keeps face close to the page 

7. Holds body tense when looking at dis 
tant object 

8. Is inattentive during reading lesson 

9. Is inattentive during wall-cnart, map o: 
blackboard lesson 

10. Is inattentive during class discussion ot 
field trip or visit to museum 

11. Is irritable over work 

12. Reads but brief period without stopping 

13. Reads when he should be at play 

14. Rubs eyes frequently 

15. Screws up face when reading 

16. Screws up face when looking at distant 
objects 

17. Shuts one eve when reading or 
one when reading 

18. Thrusts head forward in an 
see distant objects 

19. Tilts head to one side when reading. 
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In addition to these evidences the 
school nurse should observe the _ lids, 


reporting any indication of drooping, 
swelling or discharge. The conjunctiva 
or lining of the lids should be noted and 
the child recommended for medical ex- 
amination if unusual roughness or in- 
flammation is present. The and 
shape of the iris and pupil should be 
noted, and the condition of the cornea 
should be observed for any evidence of 
inflammation or scarring. The school 
nurse should be able to recognize obvi- 
ous failure of the two eyes to work to- 
gether. It is not enough to note these 
evidences and symptoms, but they 
should be recorded on a permanent rec- 
ord. 

Over a period of years much time and 
effort will be saved if in addition to the 
school record, there is an eye record 
filled out by the physician, outlining 
the following points: (1) the etiological 
factor responsible for the eye condition, 
(2) the part of the eye affected, (3) a 
general description of the condition of 
the eye, (4) recommendations as to 
treatment, (5) possible outcome of 
treatment, (6) tests for visual efficiency 
including central vision, periphereal vi- 
sion, and muscle co6rdination. In addi- 
tion, sufficient space should be allowed 
in the record sheet for subsequent ex- 
aminations. A continuous record by the 
nurse is necessary for a thorough under- 
standing of the child’s eye condition 
throughout the school period. 


$1ze 


FRANCIA BaAtRD CROCKER, R.N. 
tssociate for Nursing Activities, Na 
tional Society for the Prevention of 
Blindness, Inc., New York, N. Y. 


(To be continued) 
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THE THEORY OF SOCIAL WORK 


By Frank J. Brune Db. C. Heath & Company 
Boston, 1936. $4.00 

The development of social work in 
variety of program and diversity of 
techniques has increased our need to 
draw on other fields of knowledge for 
basic understanding of human life and 
the functioning of society. Its specific 
techniques social work must slowly forge 
for itself out of its own experience, but 
it must have as a basis for them the 
knowledge formulated by specialists in 
many fields. It is because of this that 
the membership standards of our pro- 
fessional associations and admission re- 
quirements for training schools for social 
work alike require a considerable num- 
ber of courses in the biological and so- 
cial sciences. 

The individual social worker needs to 
see clearly the specific bearing of this 
knowledge and these theories on his own 
practice. They are of value only as 
they become tools which we can use. It 
is to this end that we shall find the 
greatest value in Mr. Bruno’s book on 
“The Theory of Social Work.” In it he 
aims to give to the social work prac- 
titioner a realization of the way in which 
the social and biological sciences should 
influence our practices and determine 
our programs. 

The book covers a wide range of sub- 
ject matter. It has three main divisions: 
Biological Elements; Psychological As- 
pects of Behavior; Social and Economic 
Knvironment. In each group certain 
chapters, such as those on Heredity, 
functional Approach to Behavior, The 
amily, The Community, are devoted to 
4 Summing up of current theories in 
these fields. When these subjects are 
controversial the differing points of 
\iew are presented, sometimes with the 
‘atement of a general conclusion, some- 
limes as problems not yet resolved. In 


*]. . 
> 1S bee foe + ~ 


EDITED BY 
ELEANOR W. MUMFORD 
























































the field of psychology for example, 
there is a brief analysis of the respective 
concepts of Watson, Jung, Adler and 
Freud. 

Other chapters relate more specificaily 
to the ideas basic to the practice of so- 
cial workers—as in those on housing, 
child labor, etc. Naturally at the present 
time readers will turn with special in- 
terest to the concluding sections dealing 
with economic theories as to the causes 
of unemployment, an up-to-date discus- 
sion of the care of the unemployed, the 
various types of social insurance and the 
problems involved in their administra- 
tion. 

Obviously in a book which covers so 
wide a range of subject matter, chap- 
ters will differ in their adequacy and in 
the sense of conviction they arouse. Mr. 
Bruno has chosen to give few foot-note 
references to his specific source material. 
There is, however, an excellent descrip- 
tive bibliography for each chapter which 
indicates the range of material on which 
his generalizations are based. This 
should stimulate the reader to follow 
further those topics which arouse his 
interest or challenge his convictions. 

The book was originally prepared as 
a textbook, but should be of value to 
any practitioner in the field of social 
work whose general education has not 
included these basic courses or who 
finds that it is not easy to see the rela- 
tion between the courses he has had and 
the living, perplexing problems with 
which social work is concerned. It has 
an added value in giving to workers in 
special fields an important conception 
of the conclusions and philosophies of 
social workers in other fields, thus help- 
ing us all to attain a sense of the funda- 
mental relatedness of all fields of social 
practice. 

MARGARET F. BYINGTON 
New York School of Social W ork 


spies hg fect 


eed 


TR eae 


rs 
e 
} f 








ae 


GS ast 


eters’ 


PES HOTS 





Fa TS TIT ST 


rertes 


- 








REVIEWS AND 


60 


TEXTBOOK OF ATTENDANT NURSING 


By Katharine Shepard, R.N., and Charles H. Law 
rence, M.D., F.A.C.P. The Macmillan Com 
pany, New York, 1935, $3.00 
This textbook is divided into four 


sections. The first section deals with 
anatomy and physiology, the diseases 
which affect the human body, including 
communicable diseases, the care of the 
patient, and instruction concerning the 
prevention of disease. The following 
section treats the subject of food from 
the aspect of meal planning and costs, 
diets in various diseases and the feeding 
of infants. The third part, which cov- 
ers nursing procedure, is very clearly 
written from the point of view of the 
home care of the sick and with due re- 
gard to the preventive aspects of such 
care. The last part takes in such ques- 
tions as behavior of a nurse, personal 
hygiene, and private nursing. 

After years of experience in teaching 
attendants and careful thought on the 
subject, the writers have given us as a 
textbook a much needed and_ well 
planned course of study that makes for 
uniformity in teaching nursing to this 
group of students—the attendant nurses. 

LILLIE YOuNG, R.N. 
Brattleboro, Vt. 


THE PSYCHOLOGY OF DEALING WITH 


PEOPLE 
By Wendell White, Ph.D The Macmillan Com 
pany, New York, 1936. $2.50 


This book has a title which imme- 
diately attracts attention. Who does 
not feel the need of understanding 
human behavior, first our own (let us 
hope) and then the other fellow’s. 

The author hopes to help you to be- 
come more efficient in the science and 
skill of influencing others to do the 
thing you want done. Perhaps the 
thing you want done might be at least 
slightly modified by sharing with others 
your objective and methods of obtaining 
it rather than by searching for their vul- 
nerable spot to gain your end. 

Dr. White believes that to influence 
other people it is necessary to classify 
and study the fundamental wants of 
man. These he (with many other psy- 
chologists) classifies as follows: the need 
for recognition, the need for change or 
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variety, the need for love, and the need 
for security. 

The need for recognition is dealt with 
exclusively in this volume and_ the 
author plans to treat of the other three 
in books to follow. 

Since our fundamental interests have 
a definite relation one to the other, the 
first one in the lead or perhaps replacing 
all others, it would have been helpful to 
have had them discussed in their rela- 
tionship as an introduction to this first 
volume. 

The material under discussion is not 
new but it is well organized. The book 
is well documented. 

GRACE L. ANDERSON, 
New York, N. Y. 


With the very rapid and uncertain 
changes that have come about in public 
welfare, the Proceedings of the National 
Conference of Social Work, which held 
its Sixty-third Annual Session in Atlan- 
tic City, New Jersey, from May 18-23, 
1936 (published by The University of 
Chicago Press, 1936), are especially 
interesting. There are two articles in 
this volume which supervisors and ad- 


ministrators of public health nursing 
will not wish to miss. These are “A 
Philosophy of Supervision in Social 


Case Work,” by Ferne Lowry and **Emo- 
tional Growth of the Worker through 
Supervision,” by Florence Hollis. These 
two articles are as applicable to super- 
vision in public health nursing as in 
social case work. 

RECENT PUBLICATIONS 


LenctH or Lire—A Strupy or tHe LIFE 


TABLE Louis I. Dublin, Ph.D., and Alfred 
J. Lotka, DSc. The Ronald Press Com- 
pany, New York, 1935. $5.00. 


Revised edition. Maurice A. 
American Social Hygiene 
Association, New York, 1936. $1.00. 

Sypuitis AND Its TreatMENT. William A. 
Hinton, M.D. The Macmillan Company, 
New York, 1936. $3.50. The primary value 
of this book to pubiic health workers lies 
perhaps in the chapter dealing with occur- 
rence and detection of the disease, with 
emphasis on thorough physical examinations, 
and also in the chapters which present the 
sociological aspects of the disease in rela- 
tion to its transmission through marriage 
and in relation to congenital syphilis. The 
book, as its title implies, deals with the 

remedial aspect of the problem rather than 

the preventive. 


Sex EpucatTIon. 
Bigelow. The 

















© Two institutes for the training of tu- 
berculosis workers have been definitely 
decided upon for 1937 by the National 
Tuberculosis Association. The first will 
be held in New York, N. Y., February 
8 to 20, and the second in Los Angeles, 
Calif., probably during the last two 
weeks of June. Definite arrangements 
for this institute will be announced 
later. 

The New York institute will open on 
the morning of February 8 at New York 
University in Washington Square, New 
York, N. Y. The institute is planned 
particularly for workers who are now 
employed as tuberculosis secretaries or 
staff members or in some other capacity 
by tuberculosis associations. 

No part-time students are taken for 
the course and auditors are admitted to 
individual sessions only by special invi- 
tation. Registration for the course 
means that the student will take the 
entire two weeks. 

The only fee charged is a registration 
fee of $10 payable at the University on 
the opening day. Living accommoda- 
tions in the vicinity of Washington 
Square can be secured at a rate not to 
exceed $25 a week. 

The subject matter of the course cov- 
ers the following four major divisions: 

1. Scientific background, medical and _ so- 

cial. 

Methods and techniques of tuberculosis 
work including such topics as education, 
case-finding, treatment, fund-raising. 

’. Programs of tuberculosis work—local, 

state and national. 

+. Relationships, including medical, official 

and non-official, and those with other 
community agencies. 


rhe course will be under the direction 
«! Dr. Philip P. Jacobs, Director, Publi- 
cations and Extention, National Tuber- 
culosis Association. For descriptive cir- 
cular and application blanks, write to 
ly Jacobs at the National Association, 
30 West 50th Street, New York, N.Y. 
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® The fourteenth annual meeting of the 
American Orthopsychiatric Association 
will be held at the Roosevelt Hotel, 
New York, N. Y., February 18-20, 
1937. Further information regarding 
the meeting may be obtained from Dr. 
George S. Stevenson, National Commit- 
tee for Mental Hygiene, 50 West 50th 
Street, New York, N. Y. 


° The New England Health Education 
Association has announced its program 
for the coming year. Among the meet- 
ings to be held which are of special in- 
terest to our readers are: 

January 12—-General Meeting. 
“Teaching Health in High 
Schools,’ Fannie B. Shaw, School 
Health Education Secretary, Na- 
tional Tuberculosis Association. 

February 2—School Nurses’ Section. 
Discussion of ‘Favorable Condi- 
tions for Mental Health” by mem- 
bers of the group. 

March 2——-School Nurses’ Section. 
Discussion of ‘Mental Hygiene 
Opportunities of the School Nurse” 
by members of the group. 

The New Hampshire Branch of the 

Association plans to hold three meet- 
ings during the year. 


* To stimulate a movement for the 
better protection of mothers and new- 
born infants, the Bureau of Child Hy- 
giene of the Connecticut State Depart- 
ment of Health with the assistance of 
the Bureau of Public Health Nursing 
has planned three two-day maternity 
institutes for public health nurses—in- 
cluding those in schools and industry— 
and other nurses in that state. The 
Maternity Center Association of New 
York, N. Y. has made arrangements for 
Anita Jones, the assistant director, to 
present the essentials of maternity care 
at each of the institutes. These insti- 
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tutes aim to bring new and important 
factors regarding maternal care into dis- 
cussion so that public health nurses may 
be better prepared when they assist 
mothers in meeting the problems of this 
momentous period in their lives. 


® The week-end of January 23-25 has 
been designated Child Labor Day by 
the National Child Labor Committee. 
The purpose of the Child Labor Day is 
to arouse interest in the needs of the 
working child and to stimulate efforts to 
correct the appalling child labor condi- 
tions which still exist in many sections 
of the United States. Information and 
literature may be obtained from the 
Committee, 419 Fourth Avenue, New 
York, N. Y. 


® Plans for the first National Social 
Hygiene Day, to be held February 3, 
1937, are announced by the American 
Social Hygiene Association, 50 West 
50th Street, New York, N. Y. On this 
day, state and community voluntary or- 
ganizations interested in the control of 
syphilis and gonorrhea and other social 
hygiene problems are planning—with 
the advice and approval of health au- 
thorities and the medical and allied pro- 
fessions—to hold meetings all over the 
United States. 

In New York City, the annual meet- 
ing of the American Social Hygiene 
Association will be held on that day as 
will also the Fifth Annual Regional 
Conference of the Social Hygiene Coun- 
cil of Greater New York. It is expected 
that public leaders, including Surgeon 
General Thomas Parran and President 
Ray Lyman Wilbur of Stanford Univer- 
sity, President of the American Social 
Hygiene Association, will speak at these 
meetings. National agencies and many 
of their state and community organiza- 
tions which include social hygiene activ- 
ities in their yearly programs are plan- 
ning to participate. It is probable that 
a nation-wide radio hook-up will pro- 
vide addresses of great importance from 
high government officials and _ civic 
leaders in different parts of the country. 
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Further announcements will appear in 
the Social Hygiene News, the Journal of 
Social Hygiene and newspapers through- 
out the country. 


® A group of men and women from 
many sections of the country met in 
New York City on November 20 to pay 
tribute to Mrs. Mary Willcox Glenn 
who is retiring from the presidency of 
the Family Welfare Association of 
America after sixteen years in this po- 
sition of leadership. 


® Alumnz and former officials of the 
Army School of Nursing will be glad to 
know that Lulu K. Wolf, announced last 
month as the winner of an annual schol- 
arship for study in London under the 
Florence Nightingale International 
Foundation, is a graduate of the Army 
School of Nursing, Class of 1924. 


NEW APPOINTMENTS 

(For J.V.S. Appointments see page 52) 

Mary Mulvany, Supervisor, Child Hygiene 
Division, City Department of Health, Provi- 
dence, R. I. (Appointment effective January 
1, 1937). 

Florence C. Morrow, Health Worker, Public 
Schools, Solano County, Calif. 

Mrs. Ruth Huddleston, District Supervising 
Nurse, State Division of Public Health, Den- 
ver, Colo. 


Genevieve Lill, Nurse in Health Service, 
State University, Missoula, Mont. 
Catherine Nichols, School Nurse, Belcher- 


town, Danna, Enfield, Greenwich, Mass. 
Hazel Kandler, Schoo! Nurse, Camden, N. Y. 


Ruth Clayton, Ingersoll Rand Company, 
New York, N. Y. 
Maida A. Smith, County Nurse, Catron 


County (State Department of Health), Santa 
Fe, N. M. 

Margaret 
County, Ala. 

Helen B. Lovell, Community Nurse, Amer 
ican Red Cross Nursing Service, Annapolis, 
Md 

Madeleine Buck and Evelyn Ward, County 
Nurses, Weld County Chapter American Red 
Cross, Greeley, Colo. 

Ruby P. Caron, Staff Nurse, Visiting Nurse 
Association, Brooklyn, N. Y. 


Stevens, County Nurse, Coffee 


Correction: Grace Frauens is the new! 
appointed Director of the St. Joseph Organiza- 
tion for Public Health Nursing, St. Joseph, 
Missouri, and not of the Visiting Nurse Asso- 
ciation in Kansas City, Missouri, as was a! 
nounced last month. 
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Study Page for January 


Suggestions for Board Members, Executives, Staff Nurses, and Students 


The following questions are based on the published material in this number, 
and offer suggestions for the use of the magazine: 


Board Members 

How does the National Organization for Public Health Nursing serve you? 
What are some of the problems with which it can give you help? Study Pro- 
gram for Board and Committee Members. Page 32. 

What part does the public health nurse play in a program for crippled children? 
Public Health Nursing in Programs for Crippled Children. Page 10. 

What are some of the steps to be taken in bringing about an amalgamation of the 
nursing services in a community? Amalgamation of Services in Minneapolis. 
Page 26. 

What is the contribution of the public health nurse in the control of syphilis and 
gonorrhea? The Public Health Nurse in the Control of Syphilis and Gonorrhea, 
Page 5. 

Executives and Supervisors 


How can an agency evaluate its own service? Some suggested questions to be 
used as a guide in self-study are given in a New Year's editorial. Through the 
Microscope. Page 1. 

How can the public health nurse participate in the program for the control of 
syphilis and gonorrhea? See question 4 under Board Members. 

What are some essential conditions of a staff education program? A Staff Edu- 
cation Program Is Born. Page 3. 

What are some important considerations that arise in an amalgamation of nursing 
services? See question 3 under Board Members. 

Staff Nurses 

What preparation does an industrial nurse need for her job? Industrial Nursing 
Pays, page 36, and Preparation of the Nurse in Industry, page 3. 

What are the functions of the nurse and teacher in an eye health program? A 
School Program for Eve Health—Physical Aspects. Page 56. 

Can you answer the maternity questions on page 48. Try scoring yourself on 
them, and then look up the ones you cannot answer. How Would You Answer 
These? Page 48. 

What part does the public health nurse take in the program for the control of 
syphilis and gonorrhea? See question 4 under Board Members. 

What are some of the emotional problems which may occur during pregnancy, 


and with which the nurse should be familiar? Maternity and Mental Hygiene. 
Page 16. 


Student Nurses 
What does the nurse need to know about eye health? See question 2 under 
Staff Nurses. 
What are some factors contributing to reading deficiency in children? Factors 
in Reading Deficiency. Page 29. 
How Would You Answer These—questions which the maternity nurse should 
know? Page 48. 
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Official Directory of Public Health Nurses 


Listing those holding executive positions in the Government and in states, and 
officers of state orgenizations for public health nursing and public 
health nursing sections of state nurses’ associations 


Information as of December 1, 1936, unless otherwise stated 


The National Organization 

for Public Health Nursing, Inc. 

President, Amelia Grant, Department of 
Health, New York, N. Y. General Direc- 
tor, Dorothy Deming, 50 W. 50th St., 
New York, N. Y. 


American Red Cross, Nursing Service 


National Director, Ida F. Butler, American 
Red Cross, Washington, D. C. 


Public Health Nursing and Home 
Hygiene and Care of the Sick Service 

National Director, I. Malinde Havey, Amer- 
ican Red Cross Headquarters, Washington, 
mt. 


Eastern Area 


(All to be addressed at American Red Cross 
Headquarters, Washington, D. C.) 


Assistants to the National Director: 


Margaret E. Dizney 

Charlotte M. Heilman 

Annabelle Petersen—Florida, Georgia, In- 
diana, Ohio, Virginia, West Virginia. 

Eugenia Klinefelter—Alabama, Kentucky, 
Louisiana, Massachusetts, Mississippi, 
North Carolina, Rhode Island, South 
Carolina, Tennessee. 

Marie Peterson—Connecticut, New Hamp- 
shire, New York, Maine, Vermont. 

Mary DeLaskey—Delaware, District of 
Columbia, Maryland, New _ Jersey, 
Pennsylvania. 


Nursing Field Representatives: 

Gladyce Badger—New Jersey, New York. 

Miriam A. Dailey—Indiana, Ohio, Vir- 
ginia, West Virginia. 

Alice Dugger—Alabama, Florida, Georgia, 
North Carolina, South Carolina. 

Zella Bryant—Kentucky, Louisiana, Mis- 
sissippi, Tennessee. 

Elizabeth Hill—Delaware, District of 
Columbia, Maryland, Pennsylvania. 
Laura Knowlton—Maine, New Hamp- 
shire (Resigning December 31, 1936). 
Katherine R. Murphy—Massachusetts, 

Rhode Island, Vermont. 
Elizabeth Taylor—Connecticut. 


Midwestern Area 
(All to be addressed at American Red Cross, 
1709 Washington Avenue, St. Louis, Mo.) 


Director, Mrs. Elsbeth H. Vaughan. 
Assistants to the Director: 
Lona L. Trott. 


Ella Gimmestad. 

Nursing Field Representatives: 

Theresa Campbell, Supervisor, Visiting 
Nurse Services and General Nursing 
Work in Oklahoma, Missouri, Arkansas. 

Thora Ingebritson—Colorado, Kansas, Ne- 
braska, New Mexico, Texas. 

Martha Bredemeier—lIowa, Montana, 
North Dakota, South Dakota, Wyoming. 

Rebecca Pond—lIllinois, Michigan, Min- 
nesota, Wisconsin. 

Pacific Area 
All to be addressed at American Red Cross, 
Civic Auditorium, Larkin and Grove Sts., 
San Francisco, Calif.) 
Assistant Director, Calista L. Crown—Ani- 
zona, California, Nevada. 
Nursing Field Representative, Myrtis 

Coltharp—Idaho, Oregon, Utah, Wash- 

ington 


U. S. Department of the Interior 


Bureau of Indian Affairs—Director of Nurs- 
ing, Elinor D. Gregg, Office of Indian 
Affairs, Department of the _ Interior, 
Washington, D. C. 


U. S. Department of Labor 


Children’s Bureau, Public Health Nursing 
Unit—Director of Public Health Nursing, 
Naomi Deutsch, Children’s Bureau, De- 
partment of Labor, Washington, D. C. 


Regional Public Health Nursing Consultants 

and Territory 

(To be addressed at Children’s Bureau, De- 

partment of Labor, Washington, D. C.) 

Hortense Hilbert—Maine, New Hampshire, 
Vermont, Massachusetts, New York, Con- 
necticut, Rhode Island, Pennsylvania, New 
Jersey, District of Columbia. 

Ruth Heintzelman—Maryland, Delaware, 
Virginia, West Virginia, North Caroljna, 
South Carolina, Georgia, Florida. 

Jane Nicholson—lIllinois, Indiana, Ohio, 
Iowa, Michigan, Minnesota, Wisconsin, 
North Dakota, South Dakota, Nebraska, 
Kansas, Missouri. 

Ruth Cushman, Room 1048 Canal Bank 
Bldg., 210 Baronne St., New Orleans, 
La.—Kentucky, Tennessee, Alabama, 
Louisiana, Arkansas, Mississippi, Okla- 
homa, Texas. 

Ruth Taylor, Room 1206, Humboldt Bank 
Bldg., 785 Market St., San Francisco, 
Calif—Arizona, New Mexico, Colorado, 
Montana, Wyoming, Idaho, Nevada, Cali- 
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fornia, Oregon, Washington, Territories of 
Alaska and Hawaii. 


U.S. Department of the Navy 


Navy Nurse Corps—Superintendent, Myn 
M. Hoffman, 1802 Navy Dept., Washing- 
ton, D. C. 


U. S. Department of the Treasury 


Bureau of the Public Health Service— 
Superintendent of Nurses, Katharine S. 
Read, Office of the Surgeon General, U. S. 
Public Health Service, Washington, D. C. 


Bureau of the Public Health Service, Public 
Health Nursing Service—Pearl Mclver, 
Senior Public Health Nursing Consultant. 


Regional Public Health Nursing Consultants 

and Territory 

Mary D. Forbes—Sub-Treasury Bldg., Wall, 
Pine and Nassau Sts., New York, N. Y— 
Maine, New Hampshire, Vermont, Massa- 
chusetts, Connecticut, Rhode Island, New 
York, New Jersey, Pennsylvania. 

Mary J. Dunn, Research Bldg., 19th and 
Constitution Ave., Washington, D. C.— 
Delaware, Maryland, West Virginia, Vir- 
ginia, North and South Carolina, Georgia, 
Florida, District of Columbia. 

Julia Groscop, Room 777, U. S. Court 
House, Chicago, Il]—Ohio, Indiana, IIli- 
nois, Michigan, Wisconsin, Iowa, Minne- 
sota, Nebraska, North Dakota, South Da- 
kota. 

Donna Pearce, Room 302, U. S. Marine 
Hospital, New Orleans, La—Alabama, 
Mississippi, Louisiana, Tennessee, Ken- 
tucky, Missouri, Arkansas, Oklahoma, 
Kansas, Texas. 

Anna Heisler, Room 204, Federal Office 
Bldg., San Francisco, Calitf—California, 
Oregon, Washington, Idaho, Nevada, 
Utah, Montana, Wyoming, Colorado, New 
Mexico, Arizona. 


U.S. Department of War 
Army Nurse Corps—Superintendent, Major 
Julia C. Stimson, 1826 Munitions Bldg., 
Washington, D. C. 


U. S. Veterans’ Administration 
Veterans’ Bureau Nursing Service—Superin- 
tendent, Mrs. Mary A. Hickey, Veterans’ 
_Administration, Washington, D. C. 


ALABAMA 


Section on Public Health Nursing of State 
Nurses’ Association—Chairman, Mrs. Sarah 
Brooks Jones, 519 Dexter Ave., Montgomery. 
Vice-Chairman, Velma Owens, Teachers Col- 
lege, New York, N. Y. Sec., Frances Marquis, 
Decatur. 

State Nurses’ Association Paid Executive—Anne 
Beddow, 1601 No. 25th St., Birmingham. 


ARIZONA 


Section on Public Health Nursing of State 
Nurses’ Association—Chairman, Lydia Pott- 
hoff, Montezuma Hotel, Nogales. Vice-Chair- 
man, Frances Barnes, Yuma County Court- 
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house, Yuma. Sec., Mrs. Blanche Gibson, 
Box 42, Cottonwood. 

State Board of Health—Florence Stein, Chief 
Nursing Consultant. Division of Maternal and 
Child Health, Mrs. Jennette H. Banker, Edu- 
cational and Child Hygiene Nurse. 


ARKANSAS 


State Organization for Public Health Nursing— 
President, Octavia Lowrey, Fayetteville. Vice- 
President, Agnes McCall, 1901 Taylor Ave., 
Little Rock. Sec., Lila Russell, Clarksville. 
Treas., Ruby Odenbaugh, Louisville. 

State Board of Health—Margaret S. Vaughan, 
Supervisor, Public Health Nursing, Little 
Rock 


CALIFORNIA 


State Organization for Public Health Nursing— 
Pres.. M. Louise Floyd, 1218 Menlo Ave., Los 
Angeles. Sec., Mrs. Ethel Goldrick, City 
Health Dept., Pasadena. Treas., Jenet M. 
Roush, 728 No. Tuxedo St., Stockton. Chair- 
man Membership Committee, Helen L. Wood- 
worth, P.O. Box 773, Santa Barbara. 

State Department of Public Health, Bureau of 
County Health Work—Rena Haig, Chief Su- 
pervising Public Health Nurse, 305 State Bldg., 
San Francisco. Ethel Frances Murray, Ma- 
ternal and Child Health Supervisor. 

California Tuberculosis Association, 45 Second 
St., San Francisco—Irene E. Carlson, Field 
Representative. 

State Nurses’ Association Paid Executive—Stella 
M. Freidinger, Acting Director at Headquart- 


ers, Room 309, 609 Sutter St., San Francisco. 
COLORADO 
Section on Publix Health Nursing i State 


Nurses Association—Chairman, Mrs Mary 
Emberton, 1063 Monroe St., Denver. Sec., Vir- 
ginia Adkins, 3134 So. Grant St., Englewood. 

State Board of Health, Division of Public Health 
Nursing—Norma Pfrimmer, Acting State Di 
rector, Public Health Nursing, 424 State Office 
Bldg., Denver 

Colorado Tuberculosis Association, 305 Barth 
Block, Denver—Genevieve Artz 

State Nurses’ Association Paid Executive—Irene 
Murchison, 302 Capitol Bldg., Denver 


CONNECTICUT 

Section on Public Health Nursing of State 
Nurses’ Association—Chairman, Ruth M. Ol- 
son, State Dept. of Health, Hartford. Sec., 
Alice Lawton, 26 Atwood St., Hartford. Vice- 

Chairman, Gertrude Osborne, 31 Church St., 

New London. 

State Department of Health, Bureau of Public 
Health Nursing—Elizabeth S. Taylor, Director, 
State Office Bldg., Hartford. 

State Nurses’ Association Paid Executive—Mar- 
garet K. Stack, 175 Broad St., Hartford 


DELAWARE 


Section on Public Health Nursing of State 
Nurses’ Association—Chairman, Mrs. Helen 
Manista, 303 Rodman Rd., Gordon Heights. 
Vice-Chairman, Elizabeth Ryan, Brandywine 
Sanatorium, Faulkland. Sec., Mrs. Elizabeth 
Abrams, 1325 Washington St., Wilmington. 

State Board of Health—Mrs. Kathryn Trent, 
Director, Public Health Nursing, Dover. 


DISTRICT OF COLUMBIA 


Section on Public Health Nursing of District 
Graduate Nurses’ Association—Acting Chair- 
man, Mary E. DeLaskey, 2019 Eye St., N. W., 
Washington. 

District of Columbia Health Department, Bureau 
of Public Health Nursing—Mrs. Josephine Pit- 
man Prescott, Director, Office of the Health 
Department, Washington. 
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District Nurses’ Association Paid Executive 
Emily M. Kleb, 1746 K St., N. W., Washing- 


ton. 


FLORIDA 


Section on Public Health Nursing of State 
Nurses’ Association—Chairman, Lalla Mary 
Goggans, State Board of Health, Jacksonville. 
Vice-Chairman, Cynthia May Mabbette, 428 So. 
Florida Ave., Lakeland. Sec., Anna Grace 
Whipple, 428 So. Florida Ave., Lakeland 

State Board of Health, Division of Public Health 
Nursing—Ruth E. Mettinger, Director, Jack- 
sonville. 


GEORGIA 


State Organization for Public Health Nursing— 
President, Ruby Falls, Chicopee Mills, Gaines 
ville. Sec., Margaret Currie, Gainesville Mill 
Gainesville Treas., Mrs. Esther Watts, Co 
lumbus Chairman Membership Committee, 
Mrs. Elizabeth Tarver, Albany. 

State Department of Health—Mrs. Abbie Rob 
erts lyme Director, Public Health Nursin 
State Capitol, Atlanta. 

State Nurses’ Association Paid Executive—Dur 
ice Dickerson, 131 Forrest Ave., N. E., At 
lanta. 


IDAHO 


State Department of Health—Mrs. Kathryn M« 
Cabe,. Director of Public Health Nursing, Boise 
Idaho Anti-Tuberculosis Association, 211 c apitol 
Securities Bldg., Boise—Margaret Tho nas, P 

O. Box 1703, Boise. 


ILLINOIS 


Section on Public Health Nursing of State 
Nurses’ Association Chairman, Dorothea 
Thompson, 1512 Cornelia Ave., Chicago. Vice- 
Chairman, Florence Buchanan, Mt. Vernon 
Sec., Maude Ryman, High School Bldg., Free 
port. 

State Department of Public Health, Division ot 
Child Hygiene and Public Health Nursing 
Leone W. Ware, State Supervising Nurse, 
State House, Springfield. 

State Nurses’ Association Paid Executive—Mrs. 
Ada R. Crocker, 8 So. Michigan Ave., Chicago. 


INDIANA 


Section on Public Health Nursing of State 
Nurses’ Association—Chairman, Lulu V. Cline, 
1219 Blaine Ave., South Bend. Vice-Chairman, 
Maxine Bebenschimer, 309 Central Bldg., Fort 
Wayne. Sec., Katherine Mertz, 2108 No. Mer 
idian St., Indianapolis. 

State Board of Health, Bureau of Public Health 
Nursing—Eva F. MacDougall, Chief, 6 State 
House Annex, Indianapolis. 

State Nurses’ Association Paid Executive—Helen 
Teal, 717 Circle Tower, Indianapolis. 


IOWA 


Section on Public Health Nursing of State 
Nurses’ Association—Chairman, Edith Holm- 
strom, Dental Bldg., Iowa City. Vice-Chair- 
man, Lorena Hendrick, Court House, Sac 
City. Sec., Leta Seaman, City Hall, Des 
Moines. 

State Department of Health—Mary Alyce 
Rooney, Acting Director, Public Health Nurs- 
ing, Des Moines. 

lowa Tuberculosis Association, 610 Flynn Bldg. 
Des Moines—Ruth Richards. 


KANSAS 


Section on Public Health Nursing of State 
Nurses’ Association—Chairman, Marion Nich- 
olson, 721 Nebraska St., Kansas City. Sec., 
Mrs. Ome Beeson Hunter, Health Department, 
City Hall, Kansas City. 
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State Board of Health, Division of Child Hy- 
gient Mary McAuliffe, Public Health Nurse, 
Capitol Bldg., Topeka. 

Kansas Tuberculosis and Health Association, 824 
Kansas Ave., Topeka—Velma G. Long. 


KENTUCKY 
State Organization for Public Health Nursing— 
Pres., Bettie McDanald, 604 So. 3d St., Louts- 


ille. Sec., Mrs. Pearl Schlosser, 004 So. 3d 
St Louisville, lreas., Lucille Fentress, 
Greenville. Chairman Membership Committee, 
Bettie McDanald, 604 S. 3d St., Louisville 


State Department of Health, Bureau of Public 
Health Nursing Margaret L. East, Director, 
Louisville 

Kentucky Tuberculosis Association, 532 \V. Main 

Louisville—Ma irgaret L. East. 

State en Association Paid Executive —Mrs. 

My C. Applegate, 604 So. 3d St., Louisville, 


LOUISIANA 


Section on Public Health Nursing ©: State 
N rses’ Association—Chairman, Vivian Ann De 
k 3] New Court Bldg., New Orleans. 
Vi Ch airman, Natalie Benedict, Metropolitan 
okt ing Service, New Orleans. 
tate ; Sead of Health, Bureau of Parish Health 
Administration—Emma Maurin, Director, Di- 

isiot { Public Health Nursing, ] New 
( rt Bldg., New Orleans. 


MAINE 


Section on Public Health Nursing «©: State 
Nurses’ Association—Chairman, Mrs. Marion F 
Oakes, 6 Middle St., Augusta. Vice-Chair 
} Mrs Della R. Keene, 430 State St., 
Bangor eK lreas., Juliette A. Giguere, 151 
Pine St., Lewiston. 


= Department of Health and Welfare, Di- 
f Public Health Nursing—Edith 

a. Division Director, State House, Augusta. 

Side Public Health Association, 256 Water St 


\ugusta~ Mrs. Theresa R. Anderson 


MARYLAND 


State Organization for Public Health Nursing— 


*’res., Marcie I. Wheat, 31 So. Calvert St., 
Baltimore. Sec., Lillian Hiss, 2017 Bolton St. 
Baltimore Treas., Grace S. Volmar, Room 


700, — vic ipal Bldg., Baltimore Chairman 
Me ‘mbership Committee, Eleanor M. Immler, 
So. Woodington <Ave., Baltimore. 

State upnetanent of Health, Bureau of Child 
Hygiene atherine Corley, Nurse Be Been 
2411 No Charles St., Baltimore. 

State Nurses’ Association Paid Executive Mrs. 
Blanche G. Powell, 1217 Cathedral St., Balti- 


more. 


MASSACHUSETTS 


Massachusetts Organization for Public Health 
Nursing (not a branch of the N.O.P.H.N.) 
Pres., Mrs. Frederick 5. ra. i. & 
Spooner Rd., Chestnut Hill. Sec. Mrs. Collins 
Graham, 223 Slade St., Belmont. Treas., Ethel 
V. Inglis, 197 Clarendon St., Boston. 

State Department of Public Health, Division of 
Child Hygiene—-Helen Chesley Peck, Chief Con- 
sultant in Public Health Nursing, 1 Beacon 
St., Boston. 

State Nurses’ Association Paid Executive— 
Helene G. Lee, 420 Boylston St., Boston. 


MICHIGAN 


State Organization for Public Health Nursing— 
res., Louise Knapp, Wayne University, De- 
troit. Sec., Ruth Tappan, W. K. Kellogg 
Foundation, Battle Creek. Treas., Euphemia 
Cameron, Children’s Fund, Cheboygan. Chair- 
man Membership Committee, Mabel Rue, Com- 
munity Health Service, Grand Rapids. 
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State Department of Health, Bureau of Child 
Hygiene—Mrs. Helen deSpelder Moore, Chiet 
Division of Public Health Nursing, Lansing; 
Mabel Munro, Consultant in Infant and Ma 
ternal Nursing, Lansing. 

State Nurses’ Association Paid Executive—-Olive 
Sewell, Capitol Savings & Loan Bldg., Lansing 


MINNESOTA 

State Organization for Public Health Nursing— 
Pres., Agnes Leahy, Metropolitan Life Insur 
ance Nursing Service, St. Paul. Sec., Pearl 
Shalit, St. Paul Family Nursing Service, St. 


Paul. ‘Treas., Laura Hegstad, Division ot 
Child Hygiene, University of Minnesota, Min 
neapolis Chairman Membership Committee, 
Agatha Zetzmun, Eding 


State Department of Health, Division ot Child 
Hygiene—Olivia T Peterson, Superintendent 
of Public Health Nursing, University Campus, 
Minneapolis 

— Nurses’ Association I’aid Executive Caro 


line Rankiellour, 2642 University Ave., St. Pau 


MISSISSIPPI 
Section on Public Health Nursing «©: Stat 
furses’ Association—--Chairman, Mary D. Os 
borne, State Board of Health, Jackson. 
State Board of Health, Child Hymene and Public 
Health Bs ursing Mary D. Osborne, Associate 
Directo , Jacksor 


MISSOURI 


Section on Public Health Nursing of State 
Nurses Association. —Chan n, Florence B ter 
berg, 475 Cabanne Ave., St. Louis. Vice an 





» Helena A. Dunham, State Dept. ol 
He. alth, Jefferson City. Sec., Pearl Kern, 1108 
Paquin St., Columbia 

State Board of Health—Helena A. Dunham, Su 
pervisor, Public Health Nursing, State Capitol 
Bldg., Jefferson City. 

State Nurses’ Association Paid Executive Mar y 
E. Stebbins, 1101 Waldheim Bldg., Kansas City 


MONTANA 


Section on Public Health Nursing of State 


Nurses’ Association--Chairman, Luella M. 
Stickney, Dillon. Vice-Chairman, Mrs 
Frances Peters, Bozeman. Sec., Bernice John 


ston, Forsythe. 
State Board of Health, |Pivision of Child Hy- 
giene and Public Health Nursing—Anna_ H. 


McCarthy, State Supervisor of Public Health 
Nursing, Helena 
Montana Tuberculosis Association, 837 Eleventh 


Ave., Helena—-Henrietta Crockett. 
State Nurses’ Association Paid Executive Edith 
Brown, Box 928, Helena. 


NEBRASKA 


Section on Public Health Nursing of State 
Nurses’ Association-Chairman, Juvia Adams, 
44 So. 26th St., Lincoln. Vice-Chairm: in, Eva 
Wickham, 139 No. 3lst Ave., Omaha. Sec., 
Mrs. Gene Melady, Jr., Farm Credit Admin- 
istration, Omaha. 

State Nurses’ Association Paid Executive (Part 
Time) Mrs. D. A. Foote, 626 Electric Bldg., 
Omaha. 


NEVADA 
State Board of Health, Division of Maternal and 
Child Welfare—Christie A. Thompson, Advisory 
Nurse, Room 12, Fordonia Bldg., Reno. 


NEW HAMPSHIRE 


Section on Public Health Nursing of State 


Nurses’ Association—Chairman, Mrs. Zepherine 
Hosham, Claremont. Vice-Chairman, Hazel 
Bryant, Littleton. Sec., Velma V. Pehiner, 


District Nursing Association, Portsmouth. 


PUBLIC 
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State Department of Health, Division of Ma 
ternity, Infancy and Child Hygiene—Mrs, Mary 
). Davis, Director, Public Health Nursing, 
State House, Concord. 

State Board of Education—Elizabeth M. Murphy, 
Supervisor of Health, Patriot Building, Con 
cord, 


NEW JERSEY 


State Organization for Public Health Nursing— 
Pres., Hettie W Seifert, 1301 Union (Ce 
House, Elizabeth. Sec., Evelyn T. Walker, 131 
Pearl St., Red Bank lreas., Grace Remshard, 
State House, Trentor Ch nan Membership 
Committee, Mrs. Mary Nevin, 270 Orcl ard Ter 
race, Bogota 

State Department of om Bureau of Ma- 
ternal and Child Health—Alice F. Boyer, Super- 
visor of Nurses, State House, Trenton 





State Department of Public Instruction—L P. 
Dilworth, Associate in Health and Safety Ed 
rwcation, 1302 Tre 1 rust Bldg.. Trentor 

— one Recanaainn Paid Executive—Ara 

la R. Cree 17 Academy St., Newarl 


NEW MEXICO 


Section on Public He ar _ Nursing { State 
Nurses’ Assoc uirman, Augustine 
Stoll, Public Healt! ee Espinol 

State By mea of hg Welfare, Bureau of 
P H alt Ma na Smith, State Su- 

is i Publi thes th Nursing, Santa Fe. 


NEW YORK 


Stote Organization for Public Health Nursing— 
I 


Pres., Jean H , Hotel Wellington, AIl- 
MANIY Sec., Florence Manley 65 Court St., 
Buttal Treas Bertice \ Rees, 65 ¢ urt 3¢€., 
Buftfal C hairmat Membership Committee, 
Ellen “Bu Sy1 ise University, Syracuse 
State Department of a. Division of Public 
Health Nursing Ma ! Sheahan, Direc- 


tor, State Office Bk sania 

State Department of Soi ncation iM irie Swanson, 
Supervisor ee a ite Education 
Bld ig., Alban 

State Nurses’ | ee Paid Executive—Emily 
}. Hicks, 152 Washington Ave., Albat 


NORTH CAROLINA 
Section on Public Health Nursing 
Nurses’ Associati Chairman, sag 
Board of Health, Gree: ville 
Mabel Patton, State Board of He alth, 


State 
McKee, 

fi *hairman, 
Raleigh. 





Sec., Mary Crockett, Board of Health, Green- 
ville 

State Board of Health, Division of County Health 
Work—Josephine I Daniel, Consultant in 
Public Health Nursing, Raleig 


NORTH DAKOTA 


Section on Public 
Nurses’ Association--Chairman, 
ton, Wahpeton Vice-Chairman, 
Minot. Sec., Florence Porter, Devils Lake. 

State Department of Health, [Division of Child 
Hygiene and Public Health Nursing—Mar- 
guerite Skaarup, Acting State Supervisor, Pub- 
lic Health Nursing, State Capitol, Bismarck. 


Health Nursing of State 
Mabel Drax- 
Olive Lee, 


OHIO 


Section on Public Health Nursing of State 
Nurses’ Association—Chairman, Nelle Martin, 


764 Miller Ave., Columbus. Vice-Chairman, 
Anne Doyle, Public Health League, Hamilton, 
Sec., Mrs. Carrie E, Lewis, Room 17, City 
Hall, Cleveland. 

State Department of Health, 
ing—S. Gertrude Bush, aie 
Bldg., Columbus. 

State Nurses’ Association Paid Executive—Mrs., 
E. P. August, 50 E. Broad St., Columbus. 


Division of Nurs- 
State Office 
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TENNESSEE 


State Organization for Public Health Nursing— Section on Public Health Nursing of State 
Pres., Mrs. Barbara Young, 312 W. Blackwell Nurses’ Association—Chairman, Bertha Green- 
St., Blackwell. Sec., Eleanore Moore, 505 walt, State Health Department, Nashville. 
Ramsey Tower, Oklahoma City. Treas., Har- Vice-Chairman, Bertha  Knipier, Davidson 
riet Bookstore, 1200 E. 20th St., Oklahoma County Health Department, Nashville Sec., 

City. Chairman Membership Committee, Anna Ruth White, Bradley County Health Depart- 

> ment, Cleveland 


OKLAHOMA 


Picklum, 530 So. Reno St., El Reno. 

State Department of Public Health—Ora Bor State Department of Health Frances F. Hagar, 
rer, Supervisor of Public Health Nurses, Okla State Supervisor of Nurses, 440 Sixth Ave., 
homa City. North, Nashville. 

State Nurses’ Aeuauietion Paid Executive—Nina 
E. Wootton, 414 Cotton States Bldg., Nashville. 
OREGON 

State Organization for Public Health Nursing TEXAS 
Pres., Alyce Bloom, 305 Stevens Bidg., Port 
land. Sec., Hope A. Brady, 305 Stevens Bldg State Organization for —— te Nursin 
Portland. Treas., Mary Cowell, 305 Stevens Pres, Mrs. E. M trown, ity Health 
Bldg., Portland. Chairman Membership Com Nurse, San Angelo Se Treas., Erl ey Jeter, 
mittee, Olive Whitlock. 816 Oregon Bldg., City Health Department, Dallas. Chairman 
Portland. Membership Comm ittee, Olga Buresh, State 
State Board of Health, |ivision of Public Health Department of Health, A istin , 
Nursing—Olive M. Whitlock, Director,  81¢ State Department of Health Olga Buresh, Act 
Oregon Bldg., Portland ing Supervising Nurse, Austr 
Oregon Tuberculosis Association, ((/5 \Voodlark — yd eee Pi d Exe rl A. 

: outse hetrich, 100 . Nevada St., | Paso. 


Bldg., Portland—Elsie Witchen, Nursing Con 





sultant. 
State Nurses’ Association Paid Executive —Mrs , 
Linnie Laird, 305 Stevens Blde., Portland UTAH 
State Organization for Public Health Nursing 
, Louise Van Ee, 158 Wi lliams Ave., Salt 
PENNSYLVANIA ‘en City Sec., Mrs. Marjorie sMcDermaid, 
ons ’ ; 50 Towa St., Salt Lake City Treas., Mrs. 
State Organization for Public Health Nursing Pauline Marshall. 369 I St.. Salt Lake City. 
Pres., Martha Langley, 319 W. 8th St., Erie Chairman Membership Committee, Mrs. Paul 
Sec., Vesta M. Miller, Visiting Nurse Associa- ine Marshall, 369 I St.. Salt Lake Cits 
tion, Lancaster. Treas., Elizabeth Scarborough, y “at Se 
1340 Lombard St., Philadelphia Chairman State Board of Health Lily Hagerman, Direc- 
Membership Committee, Anna V. Bliley, 823 tor ol :. ublic Health Nursing, 130 State Capi- 
E. 24th St., Erie. tol, Salt Lake City 
State Department of Health, Burean of Public Utah Tuberculosis Association, 613 Chamber of 
Health Nursing—Alice M. O'Halloran, Chief, Commerce, Salt Lake City—Ada Taylor Gra- 
South Office Bldg., Harrisburg ham, 930 E, 3d St., South, Salt Lake City 
—_ eg of Public Instruction—Mrs 
ois L. Owen, School Nursing Adviser, Har , 
risburg. VERMONT 
Pennsylvania Tuberculosis Society, $11 So. Jun Section on Public Health Nursing of State 
iper St., Philadelphia—Frances H. Meyer Nurses’ — m—Chairman, Clara Pierter, 
State Nurses’ Association Pail Executive 6 Randall St., Waterbury. Sec., Beda Grey, 
Esther R. Entriken, 400 N 1 St.. Harrisburg 10 Bhat St., Montpelier 
M. 





State Department of Public Health —Nellie 
Tones, Director of Public Health Nursing, Bur- 


RHODE ISLAND linetes 
iati 348 College 
8 


Vermont Tuberculosis Association, 


State Organization for Public peat Nursing 
Pres., Cecelia E. Walsh, 136 uitiord Ave., St... Burlington—Constance Galaise, 
Providence. Sec., Ruth rv Mr ie lerson, 30 Greene St., Burlington 


Rolfe St., Cranston. Treas., Mildred T. Lee 


100 No. Main St., Providence. Chairman Mem 
; Mrs. Catherine D. Tracy. VIRGINIA 


bership Committee, i 


100 No. Main St., Providence : { 
State Department of Health— Cecelia E. Walsh, Section on Public Health Nursing of State 
Nurse Educational Director, 321 State Office Nurses’ Association—Chairman, Mrs. Virginia 
Bldg., Providence. Campbell, 106 No. Docley Ave., Richmond. 
State Nurses’ Association Paid Executiv: Anni Vice-Chairman, Lillian Gorton, Crewe. Sec., 
Evelyn Tompkins, 4060 Forest Hill Ave., Rich- 


M. Earley, 381 Angell St., Providence 
mon 
State Department of Health—-Mary I. Mastin, 
SOUTH CAROLINA Director of Public Health Nursing, State Of- 
fice Bldg., Richmond. 


Committee on Public Health Nursing of State ; 
Nurses’ Association—Chairman, Jennie M: State Nurses’ Association Paid Executive—Mrs. 
Master, 1218 Senate St., Columbia. Jessie Wetzel Faris, 3015 E. Broad St., Rich- 

State Board of Health—-Mrs. Frank George, Con mond. 
sultant Nurse, Columbia. 

State Nurses’ Association Paid Executive—Nellie S | 
C. Cunningham, 309 Carolina Life Bldg., Co WASHINGTON 
lumbia. State Organization for Public Health Nursing— 

Pres., Mary Pritchard, Visiting Nurse Asso- 
ciation, Medical Bldg., Bellingham. Sec., Eliza- 
beth Brady, City Health Department, Seattle. 


SOUTH DAKOTA Treas., Anna E. Carlson, Court House, Mt. 


ee Se ae /_- ae bo — Membership Committee, 

Nurses’ Associz oa ,» Audrey 7 ] arva - * 

kinson, Milesville. Vice-Chairman, Evelyn Ss ge — pod ge cor _— M 
Donavan, Mitchell. Sec., Etta Weiss, Water- tate Department of lealth—Anna R. Moore, 
town. State Advisory Public Health Nurse, 1410 

State Board of Health—Mrs. Florence Walker Alaska Bldg., Seattle. 
Englesby, State Superintendent of Nurses, State Nurses’ Association Paid Executive—Cora 

E. Gillespie, 327 Cobb Bldg., Seattle. 
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WEST VIRGINIA 


Section on Public Health Nursing of State 
Nurses’ Association—Chairman, Mrs. Grace 
Hoke, School of Music, Charleston. Vice-Chair- 
man, Laura Burrow, Fayetteville. Sec., Mrs 
Mattie Clark, Beckley. 

State Department of Health—Mrs. Laurene C 
Fisher, State Advisory Nurse, Charleston. 

West Virginia Tuberculosis and Health Associa- 
tion, 330 Professional Bldg., Charleston—Mary 
V. Gill, Frances R. Pratt, Mary Murray. 

State Nurses’ Association Paid Executive—May 
M. Maloney, 55 Capitol City Bank Bldg., 
Charleston. 


WISCONSIN 

Section on Public Health Nursing of State 
Nurses’ Association—Chairman, Cecilia Giesing, 
Court House, Wausau. Vice-Chairman, Mrs. 
Emma Higgins, 138 Harris Ave., Waukesha. 
Sec., Adele Grueningen, Court House, She- 
boygan. 

State Board of Health, Division of Public Health 
Nursing—Cornelia van Kooy, State Supervisor, 
Public Health Nursing, State Capitol, Madi- 
son. 

Wisconsin Anti-Tuberculosis Association, 1018 
vo. Jefferson St., Milwaukee—Doris Kerwin. 

State Nurses’ Association Paid Executive—Mrs. 


apes 


C. D. Partridge, 3727 E. Layton Ave., Cudahy. 


4 
WYOMING 
Wyoming Organization for Public Health Nurs- 
ing (not a branch of N.O.P.H.N.)—Pres., Val 
eria Rittenhouse, University of Wyoming, 
Laramie. Sec.-Treas., Mrs. Elizabeth Craven, 
Sheridar Chairman Membership Committee 
Mrs. Ethel Harris, State Board of Health, 
Chevenne 
State Board of Health Frances M. Hersey, Ad- 
visory Nurse, Capitol Bldg., Cheyenne. 


TERRITORIAL POSSESSIONS 


\LASKA 


Territorial Health Department—Mrs. Mary Keith 
Cauthorne, Advisory Maternal and _ Child 
Health Nurse, Juneau, 


HAWAII 

Territorial Board of Health, Bureau of Public 
Health Nursing—Mary Williams, Director, 
Honolulu. 
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Nursing Department, Palama Settlement—Amy 
MacOwan, Director, Honolulu. 


PANAMA CANAL ZONE 


City of Panama, Visiting Nurse Service—Louisa 
Kurath, Director, Departamento Nacional de 
Higiene y Salubridad Publica, Republic of 
Panama, Panama City. 


JOHN HANCOCK MUTUAL LIFE _IN- 
SURANCE CO., BOSTON, MASS. 


Nursing Supervisors 


Director, Sophie C. Nelson 

Assistant Director, Agnes V. Murphy 

Assistant to the Director, Ethel V. Inglis 
Assistant to the Director, Katharine E. Pierce. 


METROPOLITAN LIFE INSURANCE 
CO., NEW YORK, N. Y. 


Nursing Director and Superintendents 


Alma C. Haupt, Director of the Nursing Bu 
reau of the Welfare Division, 1 Madison Ave., 
New York, N. Y 

Mrs. Helen C. LaMalle, Superintendent of Nurs 
ing, 600 Stockton St., San Francisco, Calif. 

Alice Ahern, Assistant Superintendent of Nurs 
ing, 180 Wellington St., Ottawa, Ontario, Can 


ada 

Ruth Waterbury, Group Nursing Consultant, 1 
Madison Ave., New York, N. Y. 

Margaret Reid, Educational Director, 1 Madison 
Ave., New York, N. Y 


Territorial Supervisors and Territory 
(All to be addressed at 1 Madison Ave Vewu 
York, N. ¥.) 


Anderson, Grace: Connecticut, Maine, Massachu 
setts, Rhode Island, Vermont, New Hampshire. 

Bonheyo, Henrietta: Alabama, Florida, Georgia, 
Louisiana, Mississippi, North Carolina, South 
Carolina, Virginia, Tennessee. 

Calhoun, Eva (Mrs.): Kentucky, Ohio, West 
Virginia, Indiana. 

Harrigan, Mary: Pennsylvania, New York State. 

Gruber, Hortense: Greater New York, Long 
Island, Westchester County, Delaware, Dis- 
trict of Columbia, Maryland, New Jersey 

Leddy, Margaret: Arkansas, Kansas, Missouri, 
Oklahoma, Iowa, Nebraska 

Seabrook, Christine (Mrs.) llinois, Michigan, 
Minnesota, Wisconsin 
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PUBLIC HEALTH NURSING 








FORWARD — THEN and NOW! 





Twenty-five years ago there were no national agencies 
interested in public health nursing. 


Twenty-five years ago there was no N.O.P.H.N. 


| The first public health nursing laws were being passed. 
National leadership was just beginning. 


| Today, public health nurses, 20,000 strong, are one of 
the first bulwarks of health in America. 


Their standards are high,—their methods up-to-date. 

They operate day in and day out making 29,000,000 
| visits a year. They are welded permanently through 
their national organization. 


Now for the next 25 years! Public health nursing will 
go forward—old difficulties will be overcome—new 
goals will be set! Advancement will continue through 
national leadership—through the N.O.P.H.N. 


Get behind the N.O.P.H.N. ... It’s Silver Jubilee Year! 


NATIONAL ORGANIZATION 
FOR PUBLIC HEALTH NURSING, INc. 


50 West 50th Street New York, N. Y. 




















6 In responding to an advertisement say you saw it in Public Health Nursing 








